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IN THE PAST THREE YEARS we have made clinical 
study of the effects of hexamethonium and 
apresoline by mouth in the treatment of hyper- 
tension. Approximately 200 cases were treated 
and studied. Hexamethonium was used alone 
during the first year and a combination during 
the following two. The combination was found 
better than either one alone. The reasons for this 
are given later. 

There is no doubt that both drugs lower blood 
pressure temporarily. We are very doubtful how- 

‘ever whether they have any place in the day to 
day treatment of hypertension, except under 
most rigidly controlled conditions. There are 
three main ways clinically by which the effect 
of a drug in this condition may be measured. 
First, by the relief of symptoms and signs. 
Second, by the lowering of the blood pressure; 
and lastly, the long term, by the lengthened life 
span. 

The. relief of symptoms._We have come to 
endorse wholeheartedly the opinion of most other 
workers, namely that to judge the effect of the 
drugs by relief of symptoms is entirely mis- 
leading. At least fifty remedies have been in 
vogue in the past fifty years. For each.of them 
the patient has claimed relief. It is doubtful that 
uncomplicated hypertension can produce symp- 
toms. The symptoms our patients complain 
of are due to an anxiety neurosis, in a hyper- 
reactor. The anxiety is due to the knowledge that 
he has hypertension. Their relief depends, not on 
the innate virtue of the drug, but on the strength 
of their faith in the doctor and the drug. Many 
observers have made the statement that although 
the blood pressure was not reduced symptoms 


*Read at the Annual Meeting of the Royal College of 
Physicians and Surgeons, October 31, 1953. 
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were relieved. Surely this can only mean that 
the hypertension (which is still present) did 
not cause the symptoms. 

The signs of effects of high blood pressure gen- 
erally quoted are changes in the E.C.G., urine 
and eye grounds and of clinical enlargement 
of the heart or congestive failure. However, all 
of these are signs of complications and occur only 
in advanced cases. They may be a help in esti- 
mating progress or improvement but only in 
these later cases. 

The lowering of blood pressure.— This re- 
mains the best test-we have, but it is also beset 
with difficulties. The commonest fallacy of all is 
this. The blood pressure is taken at the first office 
visit, the drug given and the second reading 
taken, say in two weeks. Almost invariably the 
second reading will be lower. That is because 
the first reading is invariably the highest, a fact 
observed by many others and confirmed by us 
again and again. The effect of the drug cannot 
be estimated by one reading, but only by 
hundreds of observations. Even then other 
factors, emphasized later, may influence the 
blood pressure during a test period and vitiate 
results. 

The possible lengthening of the life span of 
the treated patient.—To estimate the long term 
benefit of these drugs a controlled series is 
necessary. It is here that an accurate estimation 
is most difficult. There are so many variables. 
One cannot say, “Here are two patients with a 
similar hypertension; to one we will give hexa- 
methonium, to the other nothing, and then in 
ten years we will reassess them both”. To men- 
tion a few of these variables. One cannot assume 
in the first place on the basis of say, a similar 
blood pressure, cardiogram, kidney function, eye 
grounds, sex, and age that the organs in the same 
state. We cannot know accurately the state of 
the arteries in the kidneys, brain and _ heart. 
Instruments may record the same things, but 
even a slight unrecorded variation may multiply 
into a tremendous difference in ten years. We 
cannot estimate accurately, past heredity and 
environment which have conditioned our pa- 
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tients’ personality and autonomic system. Neither 
can we estimate the future stresses and strains 
which will be thrown upon our patient. Hyper- 
tension is a condition lasting many years, for 
decades, for part of a lifetime. 

The variable condition.—Another difficulty is 
that we are treating a variable condition with 
variably acting drugs. Blood pressure, like the 
pulse, varies from day to day, even from minute 
to minute. We have been greatly impressed by 
the extent of variations in all patients. 

In an endeavour to allow for this we have 
likened its treatment to that of diabetes. In the 
test period we have insisted first, on a period of 
stabilization where by multiple readings, day 
and night over the course of days, an estimation 
of the patient’s basic blood pressure and its 
average variations might be made. We have 
taught the patient to take his own blood pres- 
sure at home and to adjust his dose according 
to his readings. These measures have improved 
our technique, but only partially solve the prob- 
lem. One can regulate diabetes by the diet and 
insulin and so foretell the rise in blood sugar. 
The factors which regulate daily blood pressure 
cannot be regulated. No one can foretell the 
various stresses and strains, both mental and 
physical, which make up the daily life of our 
patient. It is not only these conditions which 
decide the patient’s blood pressure, but his de- 
gree of hyper-reactivity. That too, we cannot 
foresee. 

Indeed the problem of hypertension is bound 
up with hyper-reaction. All hypertensives are 
hyper-reactors to emotion and work, cold pres- 
sor and other vaso-pressor reflexes. Factors that 
reduce hyper-reaction such as a quiet life lived 
in a constant pattern with ample rest and moder- 
ate sedation with satisfying work and extro- 
version are as important as drugs used ey 
for the hypertension. 

Drugs have a variable action—This may be 
due to variable absorption or to variable action. 
The same dose given under the same conditions 
does not produce the same effect. Given over the 
course of days the drug may produce a cumula- 
tive effect, and disturbing complications‘ may 
develop. Its action is variable in time and extent. 
This is true to a very large extent for hexa- 
methonium, but to a certain extent for all drugs 
which act on the autonomic system. Their action 
is bound up with the state of tone, e.g. vagotonia, 
of the system at the precise time they are given. 
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This tonal state is variable on different days, and 
even at different times in the same day. Espe- 
cially is it influenced by such factors as fatigue 
and emotion. Variation may be, in the case of 
hexamethonium, due to variable absorption. 

Variations in action are not so much in evi- 
dence in cloistered, quiet hospital surroundings, 
and the resultant state of the patient is more 
uniform. In the normal living, active. ambulant 
life of our hypertensive patients conditions are 
very different. Therefore assessment in hospital 
of the effect of hypertensive drugs may be inac- 
curate. 

Blood pressure is controlled by multiple factors 
and no drug can act on them all. There are two 
major groups controlling blood pressure, the 
neurogenic and the humoral: the latter is sub- 
divided into endocrine and kidney. The neuro- 
genic mechanisms are the centres in brain, 
cortex, thalamus, brain stem, the subsidiary 
centres in the cord, and the sympathetic 
ganglion. Vasomotor afferent impulses are con- 
veyed from sensory nerves, aortic sinus, heart, 
the von Bezold system in myocardium and lung 
and from the brain itself. This latter is the most 
important, since it is the basis of psychosomatic 
approach to hypertension. 

There are further changes in the capacity of 
the vessel wall itself to respond to stimuli. 

The endocrine system itself may be, according 
to Selye, the main causative factor. Humoral 
factors are however not only confined to the 
massive pituitary adrenal system, but also found 
in the liver and brain; the liver producing 
V.D.M. and hypertensinogen, and the brain 
producing adrenalin, encephalin, pitressin, and 
Page’s humoral substance. The kidney produces 
renin and V.E.M. This latter sensitizes or excites 
the arterioles to other stimuli. 

Drugs tend to have a peak effect on the pres- 
sure.—This has two disadvantages, Firstly, during 
the early part of the down slope, and the latter 
part of the upstroke, the amount of reduction of 
pressure is of little value. Secondly, at the peak 
effect, the pressure may go so low as, to be 
dangerous. As a result, although we may say our 
drug acts for six hours, yet the effective and safe 
level may only be attained for two hours. If the 
drug is given only three times a day we are still 
only giving our patient some benefit for six hours 
out of the twenty-four, and even to get this effect 
we may be subjecting him to periods of faintness. 
What is needed is a drug which will act only 
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on abnormal blood pressure. It may be possible 
that we are getting nearer to this ideal with hexa- 
methonium. This drug acts by neutralizing the 
acetylcholine released at the sympathetic ganglia. 
Since this substance is released by vasocon- 
strictor impulses the effect of hexamethonium 
should be confined to the abnormal spurts of 
pressure. The higher the pressure, the greater 
the amount of acetylcholine released, and the 
greater the amount of neutralization by the drug. 
However, even this drug has not gratified 
our expectations since it does produce dangerous 
and abnormal lowering of the blood pressure. 
Furthermore, even the basic and constant blood 
pressure of our patient may be too high. In this 
case the higher spurts are only part of the 
problem. 

Dangerous ischemia may develop at the hypo- 
tensive levels—The remarkable and wide varia- 
tions in pressure in our hypertensive patients 
have been amongst the most surprising observa- 
tions in our survey. Even more surprising is the 
fact that the patient was unaware of these varia- 
tions. Changes of as much as 100 cm. of mercury 
may produce no symptoms; a further proof that 
symptoms are no guide in hypertension. In all, 
there have been only two patients in our whole 
series who showed evidence of ischemia, in these 
cases cerebral, following a hypotensive reaction 
to apresoline. They later recovered fully. 

Nevertheless, this danger must be present, 
especially where hypertension has long been 
present, and where resultant arterial degenera- 
tion is evident. In the many yards of arterial 
tubing it is most likely that a few vital inches 
here or there are dangerously narrowed, and any 
further lowering of the pressure for any length 
of time would result in ischeemic damage. 

It would seem that cases showing advanced 
changes, and most needing treatment are those 
for which treatment is most difficult, and possibly 
dangerous. 

Tolerance eventually develops to both these 
drugs.—It is probable that there are two reasons 
for this. The first is bound up with the multiple 
controls of blood pressure. When one mechanism 
is suppressed, others compensate. Secondly, it is 
probable that the body after a period is able to 
metabolize the drug more rapidly. 

We have endeavoured to overcome this diffi- 
culty by constantly increasing the dosage, hexa- 
methonium up to 6 ‘gm. a day, and apresoline, 
750 mgm. The disadvantage of this is that the 
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patient is either afraid, gets tired of, or objects to 
the expense of this number of pills. Furthermore 
we do not know whether tolerance may not con- 
tinue at high levels. A more effective way, which 
we are still trying, is to alternate these two drugs 
on different days. 

Side effects are troublesome.—Since arterioles 
are part of the structure of every organ in the 
body the mechanism of their control must reach 
every part of the body. It is inconceivable that 
a drug could act over this great area without 
affecting other parts. No drug could be that 
selective. Indeed it is surprising that we have 
not experienced more trouble in this respect. It 
is claimed that these side effects tend to dis- 
appear as the drug is continued. This is true, but 
as these go so does the action of the drug on 
the pressure. It could hardly be otherwise. If the 
drug as it is continued fails in one autonomic 
effect, as for example dryness of the mouth, then 
it is only logical to assume that all other effects 
are failing. However, patients vary in the number 
of side effects they experience, and most of them 
do not find them bad enough to warrant stopping 
the drug. 

Multiple blood pressure readings are necessary. 
—It will be evident from the foregoing that a few 
office readings are useless. First an approximate 
maintenance dose must be established. This must 
be done by taking the B.P. before giving the 
drug, and then at least hourly for six hours. Even 
when this test period is repeated the result is far 
from accurate. If it is done in hospital it will not 
represent its action during an active day at work. 
This test is better done at the office. Even here 
we have found fallacies. The blood pressure 
tends to settle during the enforced inactivity of 
an office wait. If we endeavour to counteract this 
by telling the patient to go between the hourly 
tests there is the danger of hypertension. 

The best answer to this problem is to train the 
patient to take his own blood pressure. This we 
have done in a few instances. After the dose has 
been established it is still necessary to take the 
blood pressure before each dose and adjust this 
dose accordingly. There are not many patients 
who will take all this trouble. 


Drugs treat an effect only.—Drugs do not treat 
the underlying cause of hypertension. Until the 
basic reason for hypertension is discovered, all 
treatment will be only partially successful. Yet 
it is beneficial to try and modify the hyper- 
tension, because firstly we are removing a 
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mechanical load on the heart and arteries, and 
secondly we are removing one of the factors of 


arteriosclerosis. There is no doubt that the 
mechanical effect of the pounding of the arteri- 
oles and arteries encourages premature ageing, 
producing atheroma of the median arteries and 
hyaline degeneration of the arterioles. 

Drug treatment can do nothing for the under- 
lying arterial disease.—The problem of hyperten- 
sion is bound up irrevocably with the problem 
of vascular disease. Hypertension per se may be 
harmless. It kills‘ only because of the arterio- 
sclerosis it produces. Therefore if our patient 
shows signs of vascular disease, our drugs will 
do nothing for him. Yet again, it is these ad- 
vanced cases that need the most treatment. 

Patients tend to get tired of the constant daily 
observation of blood pressure and of the expense 
and taking of many pills; especially when they 
feel well, as a majority do. 


SUMMARY 


1. The difficulties in connection with hyper- 
tension are not necessarily insurmountable and 
we are getting closer to control with new drugs, 
especially apresoline and hexamethonium. By 
combining and alternating these two, some of the 
major difficulties are resolved. The alternation 
prevents development of tolerance. Hexa- 
methonium acts on the neurogenic mechanisms 
alone, but apresoline acts also on some of the 
humoral pressor agents as well as dilating the 
kidney vessels. Thus we are neutralizing more 
of the hypertensive mechanisms. 
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2. Although the condition and the control of 
blood pressure involve variable factors this is 
partially compensated for by the wide range 
also of normality. We do not have to be too 
exact in our control. 

3. Apresoline and hexamethonium are an ad- 
vance on former drug therapy. 

4, Multiple readings are necessary. The. pa- 
tient must learn to take his own blood pressure 
and adjust dose. 

5. Measures which control hyper-reactivity are 
as important as trying to control hypertension. 

6. We need a drug which: (a) will not act on 
normal pressure; (b) will act over a period of 
eight hours; (c) will release its action steadily 
over this period; (d) has no side effects; (e) 
causes no tolerance; (f) acts on as many as pos- 
sible of the factors producing hypertension. 

7. The problem of hypertension is bound up 
with arterial degeneration, and reduction of 
blood pressure is therefore only part of the 
problem. 

8. Diet and low salt intake are valuable ad- 
juncts to any therapy, especially since, as con- 
trasted with drug therapy, their action is con- 
tinuous and not intermittent. 

9. The best patients to treat are those showing 
the early but definite evidence of accompanying 
arterial disease, especially younger males. 

10. It is not necessary to treat the older rigid 
artery group or the gross hyper-reactor showing 
no evidence of damage. 

This work was made possible by grants from the Uni- 


versity of Alberta, and the co-operation of the sisters of 
the Misericordia Hospital, Edmonton, and of the Staff. 





MANAGEMENT OF THE 
MULTIPLE SCLEROSIS PATIENT* 


ANATOLE DEKABAN, M.D., Vancouver 


IN RECENT YEARS there has been a renewed in- 
terest in multiple sclerosis. Many factors seem 
to account for this. The increasing number of 
medical publications related to the demyelinat- 
ing diseases, the efforts of the nationwide lay 
organization of the Multiple Sclerosis Societies, 


*From the Department of Medicine, University of British 
Columbia Medical School, and Shaughnessy Veterans’ Hos- 
pital, Vancouver, B.C. 


and an apparent, if not real, increase in the inci- 
dence of this disease, are among the most im- 
portant reasons. Different estimations give 
figures from 400 to 600 multiple sclerosis patients 
per one million population in temperate 
climates.’ ®» * 

Surprisingly little is being done to help the 
patient in a realistic way. A special meaning of 
the word realistic will become more apparent 
later in this communication. Admittedly, multiple 
sclerosis patients are receiving treatment, fre- 
quently too extensive, but most of the remedies 
introduced are based on wishful thinking that 
they may afford cure or at least arrest the dis- 
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ease. It does not seem necessary to enumerate 
the multitude of drugs used (at times pharmaco- 
logically contradictory), nor special “regimens” 
or diets; all these are too well known. So far, 
none of them have proved to be of definite value. 
Unintentionally, this therapeutic approach on the 
part of physicians has produced false attitudes, 
in the majority of patients and their families, 
amounting at times to mystical beliefs that there 
may be a wonder drug in the possession of one 
or other doctor or a medical centre somewhere 
in the world. Not infrequently, many patients 
travel fantastic distances, from one continent to 
another to find the cure. Not satisfied, they try 
new places, depending on current “fashions”, a 
newspaper report, or recommendation of rela- 
tives. They exhaust themselves, their families, 
and their finances. Some patients fall into a state 
of manifest or masked anxiety. Many became un- 
“necessarily dependent on their families or com- 
munities, even if the amount of impaired func- 
tion is not particularly incapacitating. This is the 
known dissociation between the degree of 
physical disability as estimated objectively and 
the degree of psychic crippling. Unfortunately, 
physicians are partly responsible for this. 
Research on the demyelinating diseases, both 
clinical and basic, is very important and we can 
only hope that a successful conclusion will be 
reached in the not too distant future. In the 
meantime, however, a realistic attitude towards 
these’ patients has to be adopted. A physician 
who accepts a multiple sclerosis patient, particu- 
larly in the early stages of the disease, takes on 
an enormous responsibility. He must realize that 
he is the only one who is properly qualified to 
impose upon the patient and his family sugges- 
tions related to the organization of the patient’s 
whole future (including possible change of oc- 
cupation ). To fulfil this role the physician must 
possess good common sense and knowledge of 
life and also be thoroughly acquainted with the 
clinical course of this disease with all its pitfalls. 
To make the concept of the management of the 
multiple sclerosis patient clearer it is proposed 
to analyze in detail its most important aspects. 


First DIAGNOSIS AND ITS 
COMMUNICATION TO THE PATIENT 


At times the diagnosis of multiple sclerosis is 
not very obvious, Careful evalution of past medi- 
cal history together with neurological examina- 
tion and, if necessary, CSF study (particularly 
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the colloidal gold reaction) is usually sufficient. 
In other instances special procedures such as 
pneumoencephalography or myelography may be 
necessary to exclude an expanding or compress- 
ing lesion. Even after these additional tests are 
done, there will still remain a small proportion 
of patients who will require follow-up re-exami- 
nations for a varying length of time to establish 
the diagnosis with reasonable assurance. 


During these initial diagnostic procedures no 
mention should be made to the patient that the 
possibility of multiple sclerosis is considered. 
However, as soon as the physician has no doubt 
of the ‘diagnosis he should first become thor- 
oughly acquainted with the patient's occupa- 
tional, family, and social situations, which, to- 
gether with the patient’s age and neurological 
disability will form a case for management. Only 
then should the patient be told that he has 
multiple sclerosis, but that this should not make 
him despair and by no means should he picture 
himself as crippled (as is unnecessarily stressed 
in the lay press). He should be given the facts 
that many patients (about 35 to 42%) live 
throughout their normal or nearly normal life 
span with comparatively small disability, others 
(about 51%) are moderately disabled after a cer- 
tain length of time.’ * * There will, of course, be a 
proportion of patients (10 to 23%) who will be- 
come severely incapacitated. He may be also told 
that, generally, the prospects of the patient with 
multiple sclerosis are much brighter than for 
those who have other neurological disorders, 
for example tumour or even vascular disease of 
the brain. Such a statement usually gives some 
relief to the patient. Further, the patient needs 
to know that multiple sclerosis cannot be cured 
at the present time, although there is much 
that can be done medically to make him more 
comfortable. Without undue exaggeration, men- 
tion should be made of the possibility of pro- 
gression of the disease and the eventual need to 
consider a change of occupation—this, however, 
the patient should always do after consultation 
with his physician. Finally, the patient is told 
with great emphasis, that his own attitude and 
his efforts toward practical accomplishments are 
the most important factors which will determine 
the amount of his disability. The disability, in 
fact, depends to a large extent on the ability of 
the patient to adjust himself to his impaired 
functions, 

The patient should never be told, “You have 
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multiple sclerosis and we can do nothing about 
it”. This produces very undesirable results. Pa- 
tients have been thrown into severe anxiety; 
many were not able to develop realistic attitudes 
towards their disability and so turned to the 
search for wonder cures. 


INSTRUCTIONS TO THE FAMILY 


The stand and attitude, which the family of 
a multiple sclerosis patient assumes at the time 
of the first diagnosis, is of very great importance 
for the patient’s subsequent successful manage- 
ment. The next step of the attending physician 
is to see one or two of the more important mem- 
bers of the patient’s family. The family may be 
made helpful and co-operative or on the con- 
trary a hindrance to medical efforts, They may 
also bother the physician with irrelevant and un- 
reasonable requests, and, as is frequently the 
case, overprotect the patient. Now and again 
patients in the later stages of the disease are 
found to be unmanageable at home because of 
their tyrannical attitude. They are frequently 
only moderately disabled, and could even be of 
help if they had not had certair ideas fixed in 
the minds previously. They may demand every 
attention unnecessarily, and keep attendants 
close at hand day and night. 

The doctor must make the facts of the dis- 
ease clear to the family. A long lasting, chronic 
course, with gradual progressing disability should 
be pictured to them as a possibility. In general, 
the family can be told the same as had been 
communicated to the patient previously. A cer- 
tain firmness on the part of the physician is im- 
portant in order to make the family realize the 
seriousness of the situation. It must be stressed 
that the patient is to remain as independent as 
possible throughout his life, irrespective of the 
amount of disability. Any working capacity 
should be cultivated. If applicable, the patient 
should be given help in changing or adjusting his 
occupation. The interests of the patient should 
be increased if possible. 

The family should be told of the necessity of 
medical supervision at certain intervals. They 
should also be prepared for the possibility of 
having to use the services of a specialized in- 
structor and for further occupational adjustments. 


PLANNING OF ADJUSTMENTS OR CHANGE 
OF OCCUPATION; RECREATION 


There will be a certain proportion of patients 
who are very little disabled and whose occupa- 
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tion is a favourable one. Some of them may need 
only minor adjustments as, for instance, a shift 
to predominantly sedentary work. At the other 
end of the scale there will be a small proportion 
who will become completely incapacitated so far 
as any employment is concerned. These will 
have to be managed either at home or in an in- 
stitution, all efforts being made to make them as 
self sufficient as possible and even of some help, 
no matter how little, to the household. 


The majority of patients, however, will be 
between these two extremes. Most frequently 
the first manifestation of multiple sclerosis 
makes its appearance in a young adult, who is 
already engaged in an occupation. Depending 
upon the severity and kind of impaired function, 
the patient’s age and education as well as the 
type of work he is doing, either a modification or 
complete change of occupation may be neces- 
sary. As a general rule, a long view policy should 
be adopted. As time goes by the patient will 
probably become progressively more incapaci- 
tated or he may require longer and irregularly 
spaced periods of rest at home or in hospital. 
This must be taken into account before selecting 
training or a new type of work, 


The ideal kind of work for the majority of 
young or middle-aged men, particularly .if 
married, would be some small private business: 
a corner store, or even a small chicken farm in 
certain instances, could be considered. Most pa- 
tients in the early stages of the disease are 
capable of organizing and carrying on such work 
full time. Of course, they may need moral and 
financial support from their families or com- 
munities. During relapses of the disease, or when 
the amount of work becomes too great for them 
to handle, either the wife, another member of 
the family or a hired person can take over part 
of the work. In time the patient may be capable 
of doing only sedentary work, but he can still be 
of great help as a cashier or arranging deliveries. 
In certain instances the reversal of the usual 
family organization may be required. The wife 
may have to go to work in the business and the 
husband stay at home and take care of children 
and household. 

Even in moderately disabled patients security, 
continuity and lasting interest would have in 
turn beneficial effect on the course of the disease. 
Consideration of help from municipal or govern- 
mental agencies in obtaining licences on easier 
terms by these patients would be a healthy and 
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long view policy. Perhaps certain industries and 
larger businesses could also be encouraged to 
employ a handicapped person in suitable work. It 
is quite obvious that any person, who is engaged 
in physical labour and develops multiple scler- 
osis, must change immediately to lighter work, 
no matter how mild are the symptoms at the 
onset. 

A housewife with multiple sclerosis is in a 
comparatively favourable situation. All her 
strivings should go along the line of being self- 
sufficient and of being of as much help to the 
family as possible. With special instructions, 
devices and persistent efforts she can accomplish 
much even though quite severely disabled. Ap- 
plications of devices will be dealt with later in 
more detail. 

A balance between work, rest, and recreation 
is needed for disabled persons. In general, this 
‘is not too difficult to accomplish, if only proper 
consideration is given. In certain instances 
changes from outdoor interests and activities to 
those which can be accomplished at home, may 
be necessary. As many as possible of the social 
ties should be maintained. Meeting other pa- 
tients with multiple sclerosis, who are already 
well adjusted and have a positive attitude 
towards their illness, may be very beneficial. 


MeEpIcAL MANAGEMENT 


So far there is no known remedy, diet or 
regimen which can alter appreciably the course 
of the disease. The general measures, such as 
protecting the patient from physical and emo- 
tional stresses, are the same as those in general 
application for other chronic illnesses. The 
symptomatic treatment of various disabilities in 
multiple sclerosis has much to offer. This, how- 
ever, has not been used to its fullest advantage. 

For convenience of discussion of the medical 
treatment all multiple sclerosis patients may be 
divided into two groups: (1) Those with mild 
neurological deficit or in acute exacerbation. (2) 
Moderately or severely disabled patients. 

1. Patients in the early stages of the disease 
and those having mild symptoms require only in- 
frequent visits to the physician for reassurance, 
encouragement, and advice regarding their work 
or minor complaints. In an acute exacerbation 
one week to ten days’ bed rest followed by 
gradual mobilization, as suggested by Denny- 
Brown,° seems fully justified. In addition, sympto- 
matic therapy as outlined for group 2 may be 
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given if applicable. Any drastic measures such 
as fever therapy, intravenous histamine, or diets 
deficient in important ingredients, should be 
avoided. There is no convincing evidence of the 
beneficial effects of these treatments, and a few 
patients have been harmed. If the patient is 
undernourished and generally run down, liver 
extract and vitamin preparations may be helpful. 

2. Patients in subchronic and chronic stages 
of the disease with moderate or severe disability 
require more medical attention. The most fre- 
quent disorders of function in this condition 
are spasticity and motor weakness; inco-ordina- 
tion, impaired function of the sphincters; defi- 
cient vision; sensory deficit; and decreased 
mental capacity. 

Spasticity and motor weakness is the com- 
monest single impairment of function. In severe 
spastic paraplegia it is the adductor spasm which 
causes greatest discomfort and disability. Force- 
ful and frequently painful approximation of the 
thighs make evacuation of bladder and bowel 
very difficult, apart from precipitating micturition 
by reflex contraction of pelvic and abdominal 
muscles, Also standing or walking is made impos- 
sible, even if there exists a fair amount of muscle 
power, because of a strong internal thrust of ad- 
ductors and associated postural deformity. In 
patients who have had this. disability for a 
longer time (over 114 to 2 years) spontaneous re- 
mission is not very likely. Alcohol block of both 
obturator nerves by an open surgical approach 
can then be performed with relief of adductor 
spasm. A certain amount of voluntary adduction — 
will still remain, due to the fact that the adductor 
magnus muscle receives some innervation from 
the femoral nerve. The elimination of adductor 
spasm, apart from affording relief from discom- 
fort, may enable the patient to stand or even 
walk with the use of mechanical supports. In- 
capacitating clonuses can be helped by de- 
afferentation of the reflex arc peripherally. 
Where applicable, orthopedic devices or correc- 
tion of equino-varus feet can be considered. 

Spasticity of the upper extremities is rarely very 
severe in multiple sclerosis patients. If present, 
certain procedures along the lines suggested for 
the lower extremities may be considered. 

Pharmacological agents can also be employed 
to afford temporary decrease of spasticity. Elixir 
Myanesin (1 gm. per ounce) or Prenderol pro- 
vides some comfort to the patient with marked 
spasticity, by eliminating spasms and making 
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the voluntary movements easier. Unfortunately, 
the duration of the effect of these drugs is short, 
lasting from two to three hours only. Because of 
such side effects as drowsiness, and occasionally 
indigestion, they cannot be employed in large 
doses many times a day. However, one dose at 
bedtime to reduce spasms and to decrease 
urinary frequency or one or two doses when 
increased activity is expected, can be continued 
for months. A change from myanesin to prenderol 
or Mephate, as well as several weeks’ freedom 
from these drugs, is recommended. 


Weakness of the extremities in varying degrees 
is very frequent in multiple sclerosis. Marked 
weakness of all muscles of the trunk is met with 
in very advanced cases of the disease only. 
Muscles of the face are rarely affected to an in- 
capacitating degree. As the weakness, in a vast 
majority of cases, is of an upper motor neurone 
type, it is usually associated with pronounced 
spasticity. It should be remembered, however, 
that flaccid paralysis and even muscular atrophy 
do occur occasionally in multiple sclerosis. In 
management of the motor weakness, care should 
be taken not to overtire muscles by excessive 
activity or exercise. A good indicator when to 
stop is a sense of fatigue of the involved limb, 
which the patient soon learns to recognize: fol- 
lowing a short rest this limb can be utilized 
again for continuation of the activity. Certain 
devices and ‘substitution of the action of one 
muscle group by another can be arranged by 
co-operation with the orthopedic surgeon and 
physiotherapist. Correction of abnormal joint 
postures, due to muscular imbalance, may be of 
great service in improving function and useful- 
ness of the limb. 

Inco-ordination may be the result of interrup- 
tion either of the cerebellar connections, of 
somatic sensory pathways, or both. Inco-ordina- 
tion and awkwardness due to sensory deficit can 
be adjusted by teaching patients to use visual 
control when using the affected limb. 

Cerebellar ataxia, however, may be very in- 
capacitating and difficult to improve. Static and 
kinetic trunk imbalance (in the presence of 
serviceable motor function) can be helped by 
stabilizing devices for standing and walking. For 
instance, a simple cart with strong brakes is 
usually very serviceable and easy to construct. 
Marked cerebellar inco-ordination of extremities, 
frequently amounting to violent and wide range 
jerks on any attempted movement, cannot be 
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satisfactorily controlled so far. In certain in- 
stances, when the muscle power is still good (as 
is usually the case), addition of especially 
molded weights to forearms decreases the range 
of the tremor and may allow the patients to 
perform certain uncomplicated movements. Also 
daily co-ordinating exercises to control the tremor 
and involuntary jerkings can accomplish some 
improvement. Patients can learn to stabilize 
voluntarily the extremity which is to perform an 
action for a short period of time. This may be 
followed by more pronounced jerkings as a 
release phenomenon. After a while patients can 
make another effort and in this way perpetuate 
the action. 

Impaired function of the sphincters may be 
very distressing to the patient. Apart from pri- 
mary lesions in the neural pathways the evacua- 
tion of bowel and bladder can be affected 
secondarily by the predominantly sedentary life, 
flexor spasms, or urosepsis. Both primary and 
secondary causes have to be considered in striv- 
ing to afford improvement of function. Usually 
it is impaired bladder function which produces 
most difficulties in management. It is true that in 
many multiple sclerosis patients the state of 
urinary disturbance may undergo changes, de- 
pending on the involvement of different levels of 
the neuraxis. Lesions of the supranuclear path-’ 
ways are the most frequent cause, although in- 
volvement of sacral centres does occur. Both 
sensory and motor fibres from and to the blad- 
der may be affected on one or both sides to a 
varying degree and in various combinations. This 
variability is well reflected in the clinical picture 
of the bladder function. Despite these difficulties, 
the physician has to be cognizant of the type 
of bladder he is dealing with at any given period 
of observation. Neurogenic urinary disturbance 
can be grouped into hypertonic, hypotonic, 
autonomous, or a mixed type. Evaluation of his- 
tory together with clinical, laboratory and cysto- 
metrographic study makes it possible to estimate 
and classify the bladder’s function. Where im- 
pairment is of a mixed type, it is important to 
know which component predominates in order 
to direct proper treatment. 

Depending on the type of urinary dysfunction 
certain pharmacological agents may be employed 
with benefit. In cases of, spastic bladder, 
myanesin, tolserol, and small doses of atropine 
can reduce urgency and precipitancy, and 
lengthen intervals between micturition. Because 
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of certain side effects of these drugs.the giving 
of daily doses should be limited to the time pre- 
ceding increased activity, and also at bedtime 
to decrease the number of voidings. So far, the 
best of these drugs is myanesin, which affords a 
certain degree of muscular relaxation, quiets 
down excessive bladder contractions, and de- 
creases flexor and adductor spasms. 

For the atonic bladder which is usually infected 
and whose musculature is overstretched, it is 
recommended to put the patient first on tidal 
drainage for a period ‘of two to three weeks to 
clear infection, and then gradually discontinue 
drainage with the administration of prostigmine, 
pilocarpine or urecholine. In patients with long 
lasting atonic bladder surgical removal of part of 
the external sphincter may be necessary to afford 
satisfactory micturition. 

In cases of a mixed type of bladder, one or 
other: kind of the above medications may be 
used with some benefit, depending on the clini- 
cal symptoms and on the result of cystometric 
study. An autonomous bladder functions quite 
satisfactorily but is rarely met with in multiple 
_ sclerosis. 

It should not be necessary to stress the im- 
portance of prevention as well as the treatment 
of urinary infection and calculi. The -urosepsis, 
apart from increasing local disability, has a 
detrimental effect on the patient in general, im- 
pairing his comfort and working capacity by 
more frequent muscular spasms, and also in- 
creasing his sense of malaise from co-existing 
toxzemia. 

Deficient vision in multiple sclerosis may be 
due to (1) impaired perception from a lesion any- 
where from the optic nerve to the visual cortex, 
(2) double vision or (3) marked spontaneous or 
fixation nystagmus. In marked perceptual deficit 
of longer standing (over ten months) attempts 
should be made to teach the patient to utilize 
the faculty of other senses. Touch and hearing 
are the most important for substitution. All 
devices available to the blind should also be 
utilized. Certain patients may be introduced to 
blind people and thus derive the benefit of their 
social life. 


In most cases the diplopia is of short duration, 
although it tends to return. The measures 
adopted for diplopia from other causes can be 
used, for example wearing a ground glass to 
cover each eye alternately. The marked spon- 
taneous or fixation nystagmus can blur the other- 
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wise good vision to an incapacitating degree. 
Unfortunately nystagmus cannot be eliminated 
without impairment of the patient’s alertness. 
However, since in most marked spontaneous or 
fixation nystagmus the movements of both eyes 
are dissociated, covering each eye alternately 
can be of help. Besides, measures already sug- 
gested for blindness can also be adopted. 

Sensory impairment manifests itself by posi- 
tive phenomena, such as numbness, tingling and 
very occasionally by pain, or by loss of sensation 
to one or more modalities: most frequently it is 
a partial sensory deficit. The most inconvenient 
impairment is the inability to recognize and 
judge objects by feeling, as well as awkwardness 
of movements, when the position sense is im- 
paired. As already suggested, substitution of 
visual control should be attempted. 

Mental state——Decrease of mental and emo- 
tional faculties in a mild to moderate degree is 
quite a common occurrence in multiple sclerosis 
patients, although profound mental changes, 
severe neurosis or psychotic phenomena are 
rare. Emotional lability, coloured by euphoria, 
some disparity in judgment, and minor difficulty 
in recollection constitute the states most fre- 
quently encountered. In general it is important 
to stimulate his interests and initiative by en- 
couraging him to perform suitable work. Desir- 
able effects in many patients may be produced 
by increasing recreational and social activities. 


REHABILITATION, PHysICAL MEDICINE, 
OccUPATIONAL THERAPY 


Are multiple sclerosis patients as-a whole 
amenable to rehabilitation? Definitely so. They 
do present, however, different problems from 
patients in a chronic stage of poliomyelitis or 
traumatic paraplegia. In not too advanced cases 
the disability of multiple sclerosis may be subject 
to changes and fluctuations; it may become less 
pronounced, more severe, or new symptoms may 
develop. This changeability is by no means con- 
tradictory to rehabilitating attempts. First, the 
rehabilitation is expected to help develop a 
proper state of mind and a realistic attitude to- 
wards his disability (as well as continuous striv- 
ing for practical accomplishments) no matter 
how severe the impairment of function may be. 
Second, it should provide instruction for the dis- 
abled patients in different stages of their illness 
by a person trained in both physiotherapy and 
occupational therapy. Here, the daily problems 
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of life deserve greatest emphasis. The patients 
are taught how to use certain devices and tricks 
to dress, use the bathroom, prepare meals, feed 
themselves, and even perform certain such 
services as looking after children, and answering 
the telephone. For instance, a patient with 
severe ataxia of the trunk but with fairly good 
muscle power may use a leather belt fixed to the 
kitchen stove, table, sink, etc., which will stabil- 
ize him when put around the body. In this way 
both hands may be employed for work, and the 
patient does not have to think about keeping his 
balance. For moving around, or performing more 
complicated work, standing and walking devices 
such as a Swedish walker or a cart’ can be used. 
Recent improvements in wheelchairs* together 
with strong brakes, have increased the possi- 
bilities for many patients. By immobilizing the 
wheelchair with brakes and using hand support 
some of the patients can shift their body on to a 
bed, an ordinary chair or a toilet seat. In cases 
of pronounced ataxia of the trunk with a certain 
amount of power in the legs, the stabilized 
wheelchair can serve as a support. It is very im- 
portant that the patient be made self-sufficient 
in the bathroom. If necessary the toilet seat may 
be raised to the level of the wheelchair, and 
parallel bars fixed on its sides. Handrails and 
grab bars should be placed wherever they may 
be of use. It does not matter how long a time the 
patient will have to spend to accomplish satis- 
factory results: the marvel of doing it himself 
is worth any effort. For bed patients other ad- 
justments can be provided. 


Marked intention tremor in upper extremities 
can be improved by adjusting weights to fore- 
arms. This may enable the patient to feed him- 
self. and to perform certain movements more 
steadily, even if the total amount of muscle 
power is reduced. 


In marked loss of serviceable vision, Braille 
reading can be taught. This however, may be 
impossible if the patient has impaired sensation 
in fingers or a marked tremor. Then the utiliza- 
tion of record libraries from Institutes for the 
Blind may be a great revelation to the patient; 
he may listen to practically any book and even 
do some studies. It is impossible to enumerate 
here all the applications of available devices or 
substitutions of one function by the other, With 
time the patient himself, as well as his family, 
make a new invention as the need occurs. The 
most important thing is to build in the patient 
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the attitude of action and self-sufficiency. Any 
new accomplishment should have practical ap- 
plicability. Even if in time certain functions be- 
come more impaired new adjustments can be 
attempted in substitution. 

The role of the instructor of physiotherapy 
and occupational therapy is to show the patient 
what devices should be used and how to ‘use 
them. The patient has to learn and to perfect 
these actions himself. Apart from attention to 
joints, there is really not much place for the old 
type of physiotherapy in multiple sclerosis. Ex- 
ercises of movement or co-ordination are best 
done by the patient himself by performing some 
sort of work such as weaving, making rugs, etc., 
under the instructor’s casual supervision. It does 
not matter how clumsily it is done and how little 
is accomplished. If a proper spirit is developed 
in the patient he will soon suggest new ap- 
proaches. Apart from having adequate exercise 
he occupies himself and may even produce some 
useful work. i 

From the foregoing it is evident that the field 
of work for the instructor trained in both physio- 
therapy and occupational therapy is in the pa- . 
tient’s home. In no other way can the particular 
circumstances, in which the individual has to 
live, be appreciated better. Instructions for per- 
forming daily tasks, introduction of certain tricks 
and devices then assume logical and purposeful 
significance. Generally, the desirable results 
should be accomplished within one to two weeks; 
following this the patient may be visited at 
intervals if the need occurs. It is the responsi- 
bility of the instructor not to make the patient 
too dependent upon him. 

In larger communities access to an existing 
rehabilitation centre for certain selected patients 
should be provided. The period of instruction 
in such a centre should be short and the ap- 
proach different from that used for paraplegics or 
chronic poliomyelitis patients, whose disability 
is stationary or improving. As already stated, the 
majority of multiple sclerosis patients can be 
better rehabilitated at home. This may be par- 
ticularly important for those patients whose 
contact with other types of patients during re- 
habilitation could produce some disadvantages. 
It should then remain the responsibility of the 
attending physician to decide in any individual 
case where the rehabilitation attempts are to 
be carried out. In any case encouragement and 
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help from the patient’s family are of great im- 
portance, especially when well co-ordinated with 
the efforts of the physician and instructor. 


. COMMENT 


Every experienced physician knows how much 
a person, even though severely disabled, can 
accomplish with a proper attitude and spirit for 
striving. Among our patients there is a man of 
63 years of age who has had multiple sclerosis 
for 37 years. He has no active movements in his 
legs, his right arm is weak and ataxic, his left 
upper extremity has only about 50% of service- 
able power. He has bladder difficulty and 
diplopia on lateral eye deviation. His memory 
for names and figures is not very acute but his 
judgment is sound. It is amazing how active 
this man is and what a great variety of work he 
does. He volunteered that the attitude of being 
occupied and striving to do everything for him- 
self had kept him in good shape throughout his 
illness. Further, his attitude is characterized by 
the following remark: “I could not stand the 
other patients who would not attempt to do 
anything for themselves or not try to get oc- 
cupied but complained how unhappy they were.” 
This last category of patient is well known, and 
the saddest part is that his total disability is fre- 
quently only moderate. 

A few words may be said about the prognosis 
of certain impaired functions in multiple sclero- 
sis. Although the course of this disease, by its 
very nature, is difficult to predict, experience 
teaches that some working generalizations can 
be made. For instance, if profound motor 
paralysis of any part of the body lasts over one 
and a half to two years the patient is unlikely 
to recover serviceable movements. Similarly, if 
marked incapacitating jerks of inco-ordination do 
not improve within one to two years, they are 
likely to persist indefinitely or until motor 
paralysis is superimposed. Blindness of so-called 
retrobulbar neuritis will probably leave the pa- 
tient with at least grossly impaired vision if not 
improved within one year. 

It is interesting that the visual pathways are 
very frequently affected in multiple sclerosis but 
profound loss of vision, even in very late stages, 
is comparatively rare. One of the possible ex- 
planations is that the visual system receives 
constant natural exercises in the form of light 
impulses. From observation in another field it is 
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known that a person who has just had a plaster 
cast removed from an immobilized limb moves 
it very slowly and with apparent effort. One has 
an impression as if the impulses for the “ordered” 
movement were travelling somewhat sluggishly 
through the respective paths or that they need 
to be increased in intensity to produce the de- 
sired effect. Admittedly this is only conjecture, 
as unrelated causes may well be responsible for 
the hesitancy of first movements. The necessity 
to stimulate normal function by voluntary efforts 
to contract the concerned muscle groups should 
be impressed upon the patient by the physician 
and instructor. 

If everything has been done to improve the 
patient's disability as well as his sense of happi- 
ness, then clinical research may be considered. 
This may concern not only symptomatology but 
also possible etiology and therapy. The investi- 
gators should be very careful not to popularize 
their research attempts still under investigation. 
Basic laboratory research is going on independ- 
ently and it is associated comparatively little with 
the patient’s clinical management. 


Most of the procedures recommended here are 
not new and have been applied not only for 
multiple sclerosis, but also for disabilities from 
other conditions. Further modifications, adjust- 
ments and improvements suited for management 
of multiple sclerosis are still needed and un- 
doubtedly will come. The author's greatest effore 
was to stress the importance of a realistic, prac- 
tical attitude towards these patients, together 
with a long term foresight for occupational ad- 
justment. It has to be remembered that even if 
finally the proper treatment for multiple sclerosis 
is found, the long standing disability of the 
present patients could not be altered. 
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PSYCHOLOGICAL FACTORS 
DURING PREGNANCY 
AND CHILDBIRTH 


M. STRAKER, M.D., Montreal 


Precnancy and childbirth represent an im- 
portant milestone in the life of every woman, the 
significance of which can hardly be over- 
estimated. The reaction of the expectant or 
recent mother is: varied, depending on the indi- 
vidual’s personality organization, and on external 
events and environmental pressures which sur- 
round the birth. For the mother and the others 
in family constellation, the meanings of the 
experience, both conscious and unconscious, are 
important influences in the total situation. 


The opposite reaction extremes can be briefly 
described. On the one hand, the primipara may 
show “normal” anxiety about childbirth but re- 
main throughout pregnancy and the delivery 
process, a co-operative integrated individual. Her 
controls are never seriously threatened, and to 
her, labour and motherhood represent a deeply 
satisfying fulfilment, with eager warm tender- 
ness felt towards the child. The opposite patho- 
logical reaction is represented by the woman 
who feels the whole experience as traumatic and 
overwhelming, who is flooded with anxiety or 
guilt. In a minor disturbance the mother may. be 
unable to accept the child warmly and react with 
coldness and withdrawal, or with mild depres- 
sion; more severely traumatized, she can suffer 
a partial or complete personality disorganization, 
as represented by a post-partum psychosis. There 
is incidentally, no specific type of post-partum 
psychosis. The nature of the sickness reaction is 
always influenced and coloured by the child- 
bearing and its meanings to the patient, but the 
decisive factors arise from the prepsychotic 
personality structure, and from its fragmentation 
in the psychotic process. 


Attention is drawn to the statement that even 
optimal conditions of pregnancy and childbirth 
include “normal” anxiety. The recurring experi- 
ence of the psychiatrist is the uncovering of 
pathological amounts of anxiety surrounding 
childbirth even in women who apparently had 
a completely satisfactory pregnancy and a normal 
labour, free from complications or special diffi- 
culties in the opinion of the attending obstet- 
rician. Very often, the history of neurotic 
difficulties, at least at the obvious clinical level, 
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begins with the statement—“I have never really 
felt well since the birth of my child.” This is 
worth emphasizing, since the unwary physician 
may earnestly recommend pregnancy and 
motherhood to help an unhappy woman, to 
cement a troubled marriage relationship, to give 
the person a “sense of responsibility”, or to 
“cure” a neurotic process. It has become my 
personal conviction that pregnancy should never 
be recommended for reasons of health: To be 
satisfactory, normal motivations towards parent- 
hood must be present, and when these are 
present, the patient will rarely ask the doctor’s 
advice on such a matter. 


Henrietta Klein et al.‘ in a monograph entitled 
“Anxiety in Pregnancy and Childbirth”, closely 
studied 27 primiparas during the pregnancy and 
delivery process. In brief, it was concluded that 
previously existing personality difficulties often 
were accentuated during a pregnancy. A high 
correlation was noted to exist between previous 
behaviour and behaviour during the pregnancy. 
There was no significant mood change specifi- 
cally associated with the pregnancy state, and 
no relief of pre-existing frigidity reactions by 
childbearing. “The obstetrician may anticipate 
that the emotionally unstable woman will need 
particular attention for her fears and anxieties, 
in order to relieve the stress and strain she is 
liable to have in her pregnancy.” External factors 
of some importance related to the production of 
anxiety were noted to be unsatisfactory economic 
and social factors, an unhealthy marriage situa- 
tion, an unwanted conception. Unconscious 
motives deciding conception often override the 
conscious desire to avert a pregnancy. These 
motivations include the need to establish one’s 
femininity or virility, to achieve emancipation 
from dominant infantile attachments, to ‘gain a 
love object, or to possess a symbolized phallus, 
amongst others. 

The central fear in childbirth, whether overtly 
expressed or not, is the fear of death in the 
childbirth process. Childbirth is equated with 
danger, expressed through fears of being 
deserted (“Will the doctor be there when I need 
him?” ), fears are felt about hospital procedures, 
about the pain which is anticipated, about injury 
and hemorrhage, about the loss of consciousness 
during anesthesia, about loss of control. Fears 
about the child include having a defective or 
abnormal child, or that the child will die in the 
process of birth. A close identification between — 
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the mother and the unborn baby was revealed 
by the fact that those in their series who feared 
death at childbirth: commonly believed that the 
baby might be harmed or killed by intercourse 
during the pregnancy. Many superstitions were 
noted in these patients, superstitions difficult to 
eradicate by simple efforts at re-education, be- 
cause they were often deeply rooted in infantile 
anxieties. The role of her mother as a figure of 
identification was most important to the preg- 
nant woman. If her mother had had a difficult 
childbearing, she would ‘anticipate the same. 

Foder? theorizes, on the basis of analytic ma- 
terial and the study of dreams prior to and after 
childbearing, that the identification of the 
mother with the child within her womb is the 
important factor in making childbearing trau- 
matic. Whenever this identification is very strong, 
it is as though the distinction between the mother 
and her unborn child is lost. The birth process 
then becomes the “giving birth to oneself” or 
being born again, setting into motion the most 
primitive springs of anxiety, involved in the 
mother’s own birth. This recalls Rank’s® belief 
that the birth process is a vital anxiety-producing 
event in the life of the individual. Fodor suggests 
also that the unconscious fears of death in child- 
birth, often opposed to the conscious desire for 
a child, may play a role in miscarriage or pre- 
mature birth. Grantly D. Read* postulated that 
normal physiological labour should be virtually 
painless and that fear led to tension which was 
responsible for the production of pain. By edu- 
cation and training for active participation in 
labour, he was successful in producing childbirth 
without fear and relatively painless in a high 
proportion of his cases. Some observers have 
since come to the opinion that the important 
element in Read’s success was less ascribable to 
his method than to his own personality and the 
strongly supportive interpersonal relationship 
which developed between the patient and the 
physician. 

Kartchner® reported the results of a question- 
ndire type of study of 500 women who had had 
neither emotional nor any educational prepara- 
tion of a formal kind for labour. 88% of the 
group had satisfactory labour, even though over 
60% had had consciously recognized fears and 
feelings of tension about childbirth. However, in 
evaluating the unsatisfactory labours, he states: 


“As fear, anxiety, lack of knowledge of the labour pro- 
cess and procedures increase, the emotional reactions and 


STRAKER: PsyCHOLOGICAL Factors 5ll 


pain become increasingly disturbing and unpleasant. 
The obstetrician should be alert to recognize the emo- 
tional factors contributing to satisfactory labours in order 
to conduct such labours more frequently.” 

Goodrich and Thoms*® confirmed Read’s gen- 
eral conclusions in a report on 156 patients 
treated by “natural childbirth” techniques. They 
felt that these techniques were psychologically 


' desirable to most women and offered advantages 


to both mother and child. Important measures 
in the technique were detailed explanations of 
all phases of pregnancy and child-bearing, ex- 
ercises and physiotherapy, frequent visits by the 
doctor during the process of labour, and a spe- 
cially oriented labour room team, giving large 
amounts of support to the patient. 

Kalichman’ describes verbatim verbalizations 
of a patient during such a “natural” labour. The 
psychological preparation of this patient for de- 
livery consisted in the exploration of the patient's 
attitudes and feelings and efforts to correct mis- 
conceptions about labour and a minutely detailed 
discussion of what would take place, what the 
patient’s role in labour would be, what to expect, 
etc. This was reinforced by frequent visits during 
the labour and delivery process, with marked 
benefit to the patient. It is an interesting report. 

The broader meanings of the delivery process 
and total preparation for motherhood is well 
described by Helene Deutsch.* She discusses 
both conscious and unconscious factors which 
play a determining role in the total reaction of 
the patient. Her contributions in this field are 
extremely important and could hardly be sum- 
marized in brief. Of note, and for special em- 
phasis, are fears of the impending separation 
from the fetus, as though this were an organ or 
body loss; also the central role played by the fear 
of death, and the re-awakening of early traumatic 
experiences connected with loss of control which 
relate especially to the period of bowel and 
bladder training. The relationship to the mother 
is decisive in the whole reaction to labour and to 
the acceptance of femininity and motherhood. 

It can be recognized, from the foregoing dis- 
cussion, that pregnancy and childbirth is a 
varied and tremendously rich and meaningful 
experience which can only be described at best 
in a rather fragmentary manner. It is also 
obvious, that the usual obstetrical relationship 
touches only limited areas of the total meaningful 
experience for the patient. 

In my own clinical psychiatric experience I 
have had the opportunity of observing a total 
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of 13 patients during their pregnancy and post- 
partum periods. This represents a_ specially 
selected group, in that four patients came 
ostensibly to overcome specific fears and inde- 
cision which prevented a pregnancy and to re- 
solve these fears, and all the patients represented 
a selected obstetrical group in being psychiatric 
patients undergoing psychotherapy whilst preg- 
nant. The data obtained in this study are briefly 
outlined below. 


CasE SUMMARIES 


CasE 1 

Age 28—Para 1. Prepsychotic. Severe breakdown at 
17. Intermittent psychotherapy. Poor marital, social ad- 
justment. Sexually trigid. Accidental conception. Nausea, 
vomiting, rejection ot pregnancy, desire to abort. Marked 
fears ot death. Unable to accept femininity. Labour 
normal, 22 hrs. difficult. Very apprehensive post-partum, 
requiring heavy sedation, reassurance, her husband’s 
presence continually. Cold rejection of the child (male). 
3 years later, patient much improved but continuous fear 
of another pregnancy. Child disturbed, destructive, 
attending psychiatric clinic. 


CasE 2 


Age 31—Para 3. Anxiety hysteria. Post-partum “colitis” 
twice before. Weekly psychotherapy. Marital social ad- 
justment good. Intermittent orgasm. Accidental concep- 
tion, quick acceptance and excellent pregnancy. Normal 
labour, 3 hrs’ Warm reaction to child (girl). Excellent 
post-partum course—no colitis. “Recovered”. 


CasE 3 

Age 26—Para 1. Anxiety hysteria. Weekly psycho- 
therapy. Miscarriage at 5 mos. Fears of conception. Ac- 
ceptance of pregnancy asymptomatic. Normal labour 5 
hrs., excellent reaction to child (boy). Excellent post- 
partum course. “Recovered”. 


CAsE 4 


Age 31—Para 2. Obsessive-compulsive. Weekly psycho- 
therapy. Marital conflicts. Sexually frigid. Previous preg- 
nancy difficult, labour difficult, p.p. “colitis”. Fears of 
conception, of loss of control. Unable to accept feminine 
role. Deliberate conception after psychological improve- 
ment. Asymptomatic excellent pregnancy. Normal labour, 
3 hrs. Warm reaction to child (boy). Excellent post- 
partum course. All phobias cleared—residual character 
same but clinically better. 


CaseE 5 


Age 32—Para 1. Prepsychotic (anxiety hysteria). 
Severe breakdown at 17. Weekly psychotherapy. Marital 
conflicts. Intermittent orgasm. Fears of loss of control, of 
death. Accidental conception. Normal labour, 18 hrs. 
difficult, exacerbation of anxiety. Acceptance of child 
(boy). Six months later developed thyrotoxicosis which 
has responded to radioactive I. No psychotherapy ~since 


birth of child. 


CAsE 6 


Age 26—Para 1. Prepsychotic-schizoid. Outpatient. 
psychotherapy. Severe breakdown at 15 with incomplete 
recovery. Marital conflicts, poor social and economic ad- 
justment. Sexually frigid. Fears of loss of control, of 
death and insanity. Severely phobic. Accidental con- 
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ception. Vomiting, rejection of pregnancy, severe anxiety 
about delivery. Labour normal but difficult, 26 hrs. 
Limited acceptance of child (boy). Post-partum no 
clinical change evident, but adequate motherhood re- 
actions. 


Ase 7 


Age 28—Para 1. Severe anxiety hysteria, Breakdown at 
21. Weekly psychotherapy. Marital conflicts. Sexual 
trigidity which resolved with psychotherapy. Unable to 
accept feminine role. Fears of pregnancy, of death, of 
loss of control. When clinically improved, deliberate con- 
ception, excellent pregnancy, normal easy labour 3 hrs. 
Warm acceptance of child (girl). No post-partum dis- 
turbance, “Recovered.” 


Case 8 


Age 28—Para 1. Obsessive-compulsive. Weekly psycho- 
therapy. Marital conflicts. Intermittent orgasm. Marked 
fears of conception, of motherhood, of femininity. Desire 
to continue career. Social adjustment adequate. Acci- 
dental conception. Vomiting rejection at first then gradual 
acceptance of pregnancy. Normal labour 8 hrs. Warm 
reaction to child (boy). Gave up work and took up 
motherhood with enthusiasm. Child at 24% years had 
attack of polio. Patient responded normally. “Recovered.” 


CAsE 9 


Age 34—Para 2. Psychotic depression (obsessive com- 
pulsive ). Marital conflicts. Social adjustment poor. Frigid. 
P.P. psychosis after lst pregnancy. Accidental conception. 
Rejection. vomiting, developing depression after this con- 
ception. Short period of nursing home care plus suppor- 
tive psychotherapy. Normal labour, 4 hrs. Warm 
acceptance of child (boy). Recovery of depression and 
normal motherhood response. 


Case 10 


Age 24—Para 1. Anxiety state. Marital and social ad- 
justment good. Intermittent orgasm. Short preparation 
psychotherapy. Fears of delivery, of death and others. 
Accidental conception. Acceptance of pregnancy. Normal 
labour, 8 hours. Warm reaction to child (girl). Normal 
post-partum. Anxiety state clinically “recovered”. 


Case ll 


Age 31—Para 3. Severe anxiety hysteria. Complicated 
marital state. Orgasm extramarital only. Severe disturb- 
ance after previous deliveries. Accidental conception 
(extramarital). Unwanted. Vomiting, then depression 
with recovery. In labour 6 days (see text). Finally warm 
acceptance of child (girl) and good motherhood re- 
sponse. More realistic about marital conflicts. Sub- 
sidence of main clinical symptoms. “Recovered.” 


CasE 12 


Age 28—Para 1. Circular manic-depressive. Marital, 
social maladjustment. Frigid. 2 previous committments 
for manic excitements. Conceived against advice. Rejec- 
tion of pregnancy about 5th month with recurrence of 
depression, suicidal. Nursing home care, supportive 
psychotherapy. Full term normal delivery, 18 hrs. Post- 
partum depression then manic reaction of mild degree. 
Fluctuating reaction to child. Unchanged clinical course. 


Case 13 
Age 27—Para 2. Anxiety hysteria. Marital conflicts, 
social adjustment satisfactory. Intermittent orgasm. 


Weekly payseernernpy. Fears of death, of loss of control— 
conflicts about feminine role. Onset of symptoms after 
Ist delivery. Fears of pregnancy. After improvement 
under treatment, deliberate conception. Excellent preg- 
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nancy. Normal easy labour, 3 hrs. Normal post-partum 
course. Warm acceptance of child (boy). No psycho- 
logical difficulties. Clinically “recovered.” 


COMMENT 


All 13 patients were youthful and married, and 
of the group, eight were experiencing their first 
pregnancy. Socio-economic factors were not 
specifically related to pregnancy difficulties in 
any patient. Five patients, by the usual diag- 
nostic criteria, were either psychotic or pre- 
psychotic. The commonest diagnosis in the whole 
group was anxiety hysteria. In only three of the 
cases could the marital relationship be described 
as “adequate”. The remaining patients were in- 
volved with fundaniental dissensions, struggles 
for dominance, sado-masochistic conflicts. All the 
patients were frigid sexually with the exception 
of five who were only episodically able to reach 
an orgastic relationship for short periods. It is 
noteworthy that all five women in this group 
with earlier pregnancies had after these earlier 
pregnancies developed psychiatric or psycho- 
somatic disorders for which they had required 
treatment. The remaining eight patients were in 
their first pregnancy. Four patients had come for 
psychiatric. assistance to resolve psychological 
conflicts about conception and pregnancy, and 
after a period of treatment, deliberately con- 
ceived. The other nine patients had “accidental” 
conceptions, or at least pregnancies unplanned 
at the conscious level. Of this group of nine 
being treated for their psychological disorders, 
five retained an attitude of incomplete accept- 
ance about their pregnancies in spite of efforts 
to aid them to adjust to their altered state. 

All the labours but one were uncomplicated 
from the obstetrical point of view. In eight cases, 
labour was surprisingly short, easy and accom- 
panied by a reaction of calm, co-operation and 
pleasure from the patient. The subjective com- 
ments were often those of surprised delight. It 
was “as easy as falling off a log”. Most of the 
total group reacted very well to labour. All the 
patients had had considerable psychological 
preparation for the process of labour, by antici- 
pating the details of the experience and exploring 
their fears and attitudes, utilizing corrective re- 
assurance and education, etc. The results of these 
efforts were most clearly shown by the fact that 
the psychological steps to motherhood were 
successfully negotiated in all but 2 patients, one 
of whom was psychotic, the other prepsychotic. 
In terms of their personal health reactions, 
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several of the group had some mild flare-up of 
anxiety or somatic - disturbance, which was 
treated in short order, except one patient who 
developed thyrotoxicosis, and was treated with 
radioactive iodine. The whole experience was 
utilized as a growth and maturation experience. 
The labour of one patient (Case 11) is especially 
interesting. She was in labour intermittently for 
6 days, with little dilatation and showing no 
reaction to a medical induction or to rupture of 
the membranes. I saw her in the case room then 
and she was simply terrified to have the baby 
(because it was illegitimate). With reassurance 
and firm encouragement from the psychothera- 
pist she relaxed quickly, and after four or five 
good pains, the baby was born. 


From this small group of cases, the generalized 
comment may be made that attention to the 
psychological reactions of the obstetrical patient 
will give important clues to indicate what 
special exploration and care are required for this 
or that individual. The selection of the method 
for dealing with the delivery process ought to be 
tailored to the individual patient. No particular 
method, whether the Read method or any other, 
can be expected to be universally satisfactory 
when the individual requirements of the patient 
are not considered. The detailed psychopath- 
ology in these cases has not been discussed, as 
this would extend far beyond the consideration 
of the patient as an obstetrical challenge. On this 
account, only simple descriptive clinical terms 
have been used. Now that the major obstetrical 
risks are so far reduced through the use of 
modern techniques and the antibiotics, the 
greater attention to psychological treatment 
measures offers a promising field to make preg- 
nancy and childbirth the meaningful maturation 
experience it can be. 


SUMMARY 


The psychological changes which form part of 
any pregnancy process can set in motion patho- 
logical amounts of anxiety and activate a variety 
of personality disturbances. On this account, 
superficial impressions about the patient are 
totally inadequate as the basis for recommending 
pregnancy as a therapeutic measure. The fears 
of the pregnant woman, whether expressed or 
concealed, are often deeply rooted, and not easily 
erased by anything short of prolonged psycho- 
therapy carried out at some depth. Even the 
disturbed patient, if under psychiatric manage- 
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ment, can do a satisfactory job in the case room. 


Psychotherapy in the disturbed patient not only — 


minimizes the traumatic elements in pregnancy 
and childbirth, but in many instances, can con- 
’ vert this into an experience that actively aids the 
maturation and growth of the individual. In this 
small series, it was established that the relaxed, 
co-operative, unfrightened patient had an 
astonishingly easy and rapid labour. 






Canad. M. A 
May 1954, eal "70 


REFERENCES 


1. KLEIN, H. Potrrer, H. AND Dyk, R.: Anxiety in Preg- 
nancy and Childbirth, Psychomatic Med. Mono- 
graph, Paul Hoeber Inc., New York, 1950. 


2. Fopor, N.: Psychiatric Quart., 23: 59, 1949. 
3. RANK, O.: Des Trauma der Geburt, 1924. 


- Reap, G. D.: Childbirth Without Fear, Harper Bros., 
N.Y., 1944. 


. KARTCHNER, F. D.: Am. J. Obst. & Gynec., 60: 19, 1950. 


. GoopRIcH, F. W. AND THOoMsS, H.: Am. J. Obst. € 
Gynec., 56: 875, 1948. 


. KALICHMAN, N.: Psychiatric Quart., 25: 655, 1951. 


8. DeutscH, H.: Psychology of Women, Vol. 2, Grune & 
Stratton, New York, 1945. 


ao oo a 


~3 





VAGOTOMY AND GASTRO- 
ENTEROSTOMY IN THE 
TREATMENT OF 
DUODENAL ULCER* 


K. R. TRUEMAN, M_.D.,t and 
D. L. KIPPEN, M.D.,} Winnipeg 


VacotomMy combined with posterior gastro- 
enterostomy has been practised at the Winnipeg 
Clinic since May 1946, as one of the surgical 
procedures for the management of duodenal 
ulcer. From that time until December 1951, 
1,603 new cases of duodenal ulcer have been 
seen at the Clinic of which 377, or 23%, were 
submitted to surgery (Table I). Without selec- 











TABLE I. 
DvuopENAL ULCER CaAsEs 
1946 - 1951 
Total number of new patients.................. 1,603 
Total number treated surgically—23%—or....... 377 
PROCEDURES 
Partial gastric resection. 5... 1. cote cece cee en 247 
Vagotomy plus gastroenterostomy............... 79 
BEND sian eek ewes dod hacen ene 30 
Vagotomy plus gastric resection................. 21 
Ns ss AR acne ov ee ooh cheese 377 





tion, vagotomy with | gastro-enterostomy was 
performed on 79 patients, 55 of whom were 
operated upon by one of the authors (K.R.T.). 
During the earlier phase of this period, vagotomy 
was performed alone in 30 cases of duodenal 
ulcer. In addition, 12 cases of gastro-jejunal 
ulcer were also subjected to vagotomy. Subtotal 
gastric resection with vagotomy was practised in 


*Presented at the Annual Meeting of the Canadian Medi- 
cal Association, in Winnipeg, June, 1953. 

+Division of Surgery, Winnipeg Clinic. 

tDivision of Medicine, Winnipeg Clinic, Winnipeg, Man. 





20 cases. During this same period, subtotal 
gastric resection alone was performed in 247 
cases of duodenal ulcer. 

Our interest in vagotomy depends upon its 
known efficacy in the control of hypersecretion 
and hyperacidity characteristic of patients with 
duodenal ulcer. Combined with posterior gastro- 
enterostomy this operation offers a conservative 
approach to the surgical management of chronic 
intractable duodenal ulcer based upon sound 
clinical and experimental considerations. Vag- 
otomy when performed alone has been found 
to be a potent factor in ulcer control in the 
majority of patients so treated. The benefit as it 
occurred, however, was frequently marred by 
gastric retention. This was chiefly due to the 
scarring and deformity in the ulcer area which 
followed healing. In order to relieve this stasis, 
posterior gastro-enterostomy for drainage pur- 
poses has been combined with vagotomy. 

The 79 cases discussed in the report were of 
chronic lesions and were regarded as intractable, 
the majority being referred through the medical 
department for surgery. The average duration 
of ‘symptoms exceeded 12 years. Haemorrhage 


TABLE II. 





PREOPERATIVE DUODENAL ULCER COMPLICATIONS IN 
Vaaotomy Pius GASTROENTEROSTOMY GROUP 


Heemorrhage.......... 35 cases 
‘Pertoration oe ee. 15 cases 
Obstruction........... 25 cases 





occurred on One or more occasions in 35 pa- 
tients, 19 of whom described hzmatemesis in 
addition to melena (Table II). Perforation was 
reported in 15 cases, of whom eight had also’ 
bled. Obstruction as evidenced radiologically 
by narrowing of the duodenal channel with 
marked gastric retention. was present in 25 pa- 
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tients. The age of the patients at surgery ranged 
from 22 to 76 years, the majority being found 
in the 4th, 5th, and 6th decades. 

Method of follow-up.—Although 51 of the 
patients in this review were interviewed at regu- 
lar intervals following operation, the whole 
group was contacted by a questionnaire. In 
addition to personal interviews, x-ray examina- 
tion of the stomach on one or more occasions has 
been performed in 49 of the patients. The 
questionnaire sought information concerning the 
relief, modification or persistence of ulcer pain 
(75 of our cases complained preoperatively of 
typical ulcer pain); vomiting of blood or presence 
of tarry stools, dyspepsia and the use of alkalis; 
gain, maintenance or loss of weight; ability to 
assume original occupation; bowel function; re- 
action to the operation generally, good or bad. 
The questionnaires were returned by 72 of the 
79 patients. Of the remainder, three are known 
to be dead. Only four have not been traced. 
Thus, recent follow-up information is available in 
95% of the series. 


RESULTS 


In this:‘report results of treatment are classified 
as Good, Fair, and Poor, as used by us in a 
previous review. 

A Good result implies absence of ulcer re- 
currence or gastro-intestinal symptoms of any 
consequence, return to normal weight and 
ability to resume the previous occupation. A Fair 
result implies freedom from ulcer distress or sug- 
gestion of recurrence of ulcer, but permits the 
presence of slight to moderate side effects of 
the operation such as bloating or diarrhcea. 
There must be the ability to enjoy an average 
diet and to resume the original occupation. A 
Poor result involves evidence or symptoms sug- 
gestive of ulcer recurrence such as typical pain, 
hemorrhage or the presence of a crater by x-ray; 
or severe side effects such as frequent vomiting 
or diarrhoea; marked restriction of diet or regular 
use of antacids; loss of weight and strength or 
inability to resume previous occupation because 
of the foregoing. 

There were no postoperative deaths, but three 
patients have died since leaving hospital, the 
causes being coronary occlusion, bronchogenic 
carcinoma, and small bowel obstruction. No 
serious postoperative complication, apart from 
prolonged gastric retention in some cases, was 
encountered. Of the 35 patients who suffered 
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hemorrhage preoperatively, only two are 
definitely known to have bled since operation. 
No evidence of ulcer in either case was noted in 
subsequent x-ray studies. A third reports in his 
questionnaire the occurrence of tarry stools. In 
the non-hemorrhagic group (44 cases) no 
instance of bleeding has occurred to our 
knowledge. 7 

Fifty-six (77%) of the results are classed as 
Good (Table III), patients being entirely relieved 


TABLE III. 





RESULTS 
For.Low1nG Vacotomy Pius GAstro-E/NTEROSTOMY 
May 1946 to DEcEMBER 1951 


Ce er i SRS FE op Se 56 cases 77% 
Pees «iden oad ake ken cee 7 cases 10% 
OOM) igi tok boo be hc res eee 9 cases 13% 





of ulcer and other gastro-intestinal symptoms. Al- 
though two remain 10 pounds lighter than pre- 
operatively, the remainder have returned to or 
surpassed their average weight. They represent 
a very grateful group of patients. 

The Fair group includes seven cases (10%) 
which are satisfactory from the standpoint of the 
main problems of the ulcer control and mainten- 
ance of weight. Six complain of varying degrees 
of discomfort following eating, with occasional 
vomiting after a very large meal. The seventh 
is a woman who is difficult to classify and arbi- 
trarily placed in this group. She reports from 
Minneapolis in her questionnaire the presence of 
troublesome diarrhoea. This, however, may not 
be related to her ulcer or to the surgery, as it 
began three years later. Her present medical 
attendants have diagnosed regional ileitis. 

Nine cases (13%) are considered as Poor 
(Table IV). Three of these required secondary 





TABLE IV. 
Poor Resutts—9 CasEs 
NA. Ong ula nite bed i514 mesh 3 
RUMUMOUTINOIID oo ec ese cwuewes 2 
Wie OHNO: Ok eek 3 
Side effects plus bleeding........ 1 





gastric resection because of problems of drainage 
after operation. In one the difficulty was due to 
obstruction from a granuloma presumably 
caused by the use of sulfanilamide powder in the 
peritoneal cavity. These patients report they are 
well. Two patients had a single episode of bleed- 
ing without symptoms of ulcer, and are now 
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satisfactory otherwise. Subsequent barium 
studies were reported as negative. Three patients 
have varying degrees of digestive upset. In none 
of these is there evidence of ulcer recurrence by 
x-ray.’ Their complaints were predominantly 
bloating after meals and occasional vomiting. 
The final patient described tarry movements on 
one occasion, frequent use of alkalis for pain, 
tendency to diarrhoea and inability to maintain 
weight. No x-ray investigation has been possible 
on this patient. 


DISCUSSION 


On the basis of this review, which in some 
cases covers a period of seven years, duodenal 
ulcer diathesis appears to have been satisfactorily 
controlled in 85 to 90% of the series (Table V). 


TABLE V. 





RESULTS IN BLEEDING AND Non-BLEEDING PATIENTS 
FOLLOWING VAGOTOMY AND GASTRO-ENTEROSTOMY 


Hemorrhage No hemorrhage 








RRR BAe hes rg be 23 (GG68 6k 33 
Se 3 AAT 5 i. sees 4 
Poor... . <<. 6 WIE, coe Sc sale 3 
No trace... .\../.; 2 Nortrmbe.:. 65.) . 2 
Deceased......... 1 Deceased........ 2 





It was sometimes difficult to allocate a case to 
its proper category, especially in the Fair group. 
Actually, those classed as Fair are quite ‘satis- 
factory from the standpoint of ulcer control, the 
patient being satisfied with the operation. Of 
the Poor group, there is no doubt that two of the 
three patients who gave a history of melzena on 
one occasion since surgery did bleed. The 
explanation for such a single episode of bleeding 
without other evidence of ulcer relapse is per- 
haps forthcoming on the basis of a transient 
superficial erosion. The third of these cases is the 
only one in which, from the history of melzna 
plus frequent need of antacids to control pain, 
we suspect ulcer recurrence. Three other patients 
in the Poor group appear to be suffering from 
the side effects of surgery to such a point they 
declare they are dissatisfied with the operation 
and regard themselves as badly off. Two belong 
to the preoperative hemorrhage group, and as 
such were major problems. Personal interviews 
and x-ray examination of the stomach do not 
indicate the presence of ulcer. The third group 
of Poor results are in the three cases who under- 
went further surgery because of gastric retention 
in the immediate postoperative period. We have 
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been unable to explain this occurrence on find- 
ings at the second operation in two cases, and 
one of the patients continues to have the same 
difficulty following subtotal gastric resection. 
These are not so much failures in ulcer control as 
problems in immediate postoperative manage- 
ment. 


Where relapse of ulceration occurs, the reason 
may depend on incomplete vagotomy. One of 
the chief weaknesses in the procedure of vag- 
otomy, and it will continue to remain so, is the 
difficulty in resecting all of the vagus nerve 
fibres. This is due to the varying anatomical 
arrangement of the nerves. It has been shown 
that in 10% of individuals, complete section of 
all the vagus fibres is impossible short of tran- 
section of the cesophagus. Some failures have 
occurred because of the side effects of the opera- 
tion. It is felt that of these a personality weak- 
ness or neurotic tendency may occasionally ac- 
count for the degree of suffering reported. No 
doubt, as in most elective procedures, the best 
results have been secured in patients with the 
most clear-cut objective evidence of disease. The 
need for consultation in problems with question- 
able surgical indications should be emphasized, 
or disappointing results may follow to mar an 
otherwise predominantly good record. 

It is our opinion that sufficient time has 
elapsed to lend some maturity to this series, and 
as a consequence this study should not be re- 
garded merely as an interim report. Admittedly, 
however, further time must elapse before the 
proper status of the operative procedure can be 
determined. Our experience with anastomotic 
ulcers following gastro-enterostomy indicated 
that in half the cases the ulcer appeared almost 
immediately or within five years after surgery. 
The remainder developed up to twenty-five years 
later. This suggests that vagotomy must be pro- 
viding an important degree of protection against 
jejunal ulcer in this group of patients, as we 
have so far been unable to prove such to have 
occurred, though we suspect it in one case. In 
the present state of our knowledge, the. pro- 
portion of satisfactory results parallels those of 
other more radical surgical measures, Unfortu- 
nately, poor results also occur. If a choice be- 
tween surgical procedures were necessary, it 
may be that vagotomy and posterior gastro- 
enterostomy possesses some advantage, inasmuch 
as it may be performed with little danger of 
serious complication and less possibility of mor- 
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tality. This is important where extensive local 
disease or associated constitutional conditions 
render gastrectomy difficult and hazardous, 


Since the presentation of this paper informa- 
tion concerning one of the untraced cases has 
been received. This patient, now living in 
Edmonton, was operated on in October for a 
penetrating stoma ulcer. He had undergone 
vagotomy in May 1946 for a duodenal ulcer and 
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in 1948 a gastro-enterostomy had been performed 
because of gastric retention. 


ADDENDUM 


In addition a report concerning one of the cases classi- 
fied as Poor has been received from his physician. Previ- 
ously the patient had no personal follow-up, interview 
or barium studies. His questionnaire was interpreted as 
suggesting the possibility of a continuing ulcer state. 
Following a recent examination, in March 1953, his 
physician reports that the patient has had no melena or 
symptoms ot ulcer recurrence. He has gained weight and 
is quite satisfied with his present odnaiition: 





THE MANAGEMENT OF 
POLIOMYELITIS 


PERCY BARSKY, M.D., Winnipeg 


Durinc the latter six months of 1952, Manitoba, 
together with the other Prairie Provinces, and the 
North-Western United States, experienced a 
severe outbreak of poliomyelitis. The epidemic 
was unique, in this area, because of the high inci- 
dence and severity of the forms of bulbar polio- 
myelitis. The present report is an analysis of the 
types, age groups, distribution, and management 
of 250 cases admitted to the Children’s Hospital 
of Winnipeg during 1952. 

By July 15 it was apparent that poliomyelitis, 
in epidemic proportions, had developed about 


the town of Winkler in the localized south 


central region of the Province. The first cases ad- 
mitted to this hospital came from this area and 
were bulbar and bulbo-spinal in type. Subse- 
quently the epidemic spread from the previ- 
ously mentioned centre (see Fig. 1) and one or 
two local points, together with sporadic cases 
emanating from diverse parts of the Province. 
It was interesting to follow the histories of the 
preliminary cases, which originated from the 
Winkler region. Here were cases developing in 
a group who had been in close contact with 
others who had experienced the Texan epidemic 
just a few short months previously. Members of 
families with poliomyelitis in this area commuted 
weekly between their homes in Manitoba and 
the localized centre (Hague) in Saskatchewan, 
whence the first cases arose. The patients coming 
from this region presented the most severe 
symptoms. From here came the bulk of the 
bulbar and bulbo-spinal patients; from here were 
we confronted with a high family and contact 
incidence. It is also noteworthy that the first re- 


ported case from the second epidemic centre 
(Rivers) in Manitoba, was that of a child who 
had spent a fortnight in the first epidemic centre. 
He had returned home for only two days when 
his symptoms developed. It was becoming ap- 





Fig. 1.—Map of Manitoba illustrating major points from 
which patients with poliomyelitis were sent to Children’s 
Hospital, in 1952. 


No. on map (corresponding to number of cases) 


Whines 655 STE Rie 84 WOON 5 Ok cet 5 
Altona-Gretna ........ 20 IEE Vice ca de Sik ek oo 5 
RVORSe 6 53. ee acini 16 SEEMS ois seated Od bicidiais 3 
Dominion City ........ 15 AMMEN a 5k oo Soc we eia 2 
WeIOR i as BS 8 ee MS ee eos ase 2 
Plum Coulee ......... 5 a Pree eee 1 


parent that we were being faced with a strain of 
poliomyelitis which appeared to have unusual 
characteristics. 

Since we were being rapidly overtaxed by the 
sudden increase in our admissions, it became 
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necessary to revise the method of handling these 
cases. Many cases of diseases other than polio- 
myelitis were being referred to us, the final 
diagnosis ranging from upper lobe pneu- 
monia to rheumatic fever. In addition, the 
severity of the epidemic had rapidly absorbed all 
available nursing and medical personnel. The 
procedure was, first to examine the patient in the 
Out-Patient Department. There his involvement 


was assessed, lumbar puncture done if required, 


and then the patient was sent to the ward. In 
this way the nursing staff was not held back by 
continued examinations and investigation, and 
could immediately proceed with caring for the 
patient. This may appear as only a minor factor, 
but nursing personnel was so curtailed, and in- 
tensive nursing care so necessary, that we had to 
resort to all means of increasing efficiency on the 
wards. 


It was not possible to admit all diagnosed 
cases of poliomyelitis to hospital, nor did we 
believe it necessary. We could not divert medical 
or nursing personnel from the seriously ill to 
those who showed only some minor weakness. It 
was also felt that the latter type of case did 
better with intelligent guidance in the home. We 
tried to keep in this group selected patients who 
had some slight weakness, but with no possible 
threat to life. Those who lived in a home in 
which proper management was possible also in- 
cluded some cases of recognizable acute polio- 
myelitis without paralysis, and cases of suspected 
poliomyelitis. These patients had the added 
benefit of still being in contact with their family 
physician. In addition, the extra fatigue and 
nervous tension of hospital admission was 
eliminated. 


Much has been written with respect to the pros 
and cons of performing lumbar punctures on this 
type of patient. At the beginning of the epidemic 
this procedure was performed in every case. The 
results of the cell counts in over 150 patients are 
shown in Table I merely to demonstrate that: (1) 
As far as severity of the disease was concerned, 
there was no correlation between this factor and 
the number of cells in the spinal fluid. (2) Many 
of the severe bulbar cases showed very low cell 
counts, and two cases showed no cells in the 
spinal fluid. (3) Many of the non-paralytic cases 
presented with a high cell count (in the vicinity 
of 200 to 400 cells). (4) We felt that the spinal 
cases with high cell counts made a more satis- 
factory or uneventful recovery. (5) None showed 
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elevation of pressure, or of protein or chlorides. 

It was felt also that where the diagnosis was 
in doubt, and where the diagnosis lay between 
poliomyelitis and some other disease of the 
central nervous system, then as an aid to making 
the diagnosis—and only then—should lumbar 
puncture be performed. In patients in whom the 
diagnosis has already been established there is 
certainly nothing to gain, and only another 
traumatic episode for an already ill child, in the 
performance of lumbar puncture. 

Those patients admitted to the ward required 
varying degrees of nursing care. For the first 
forty-eight to fifty-six hours almost all suffered 
from some degree of muscle pain and tenderness. 
We found that mild analgesics, compounds con- 
taining quinine and salicylates, gave most relief. 
Hot fomentations also were beneficial in reliev- 
ing muscle pain. Most patients required some 
mild sedative, comparable to sodium Seconal, 























TABLE I. 
SprnaL Fiturp CEeELt Counts 
0 10 | 20 50 100 | 200 | 300 
; to to to to to to to 
Cases| 9 19 | 60 | 100 | 200 | 800 | 400 Over 
Spinal..... 53 a Si ik 9 18 1 3 1 
on- 
aralytic...| 76 20 5 | 18 11 12 6 2 4 
ulbar.....| 10 1 0 2 2 4 —_— =~ 1 
Bulbo- 
spinal..... 16 2i— 5 5 3 —_— _ 1 
Encepha- i 
LS Ae 4 1 1}—|]— —_ — — 2 
Total....| 159 31 9 | 36 27 37 7 5 9 





for one or two nights. All were placed on 
mattresses equipped with fracture and foot 
boards. If they presented with elevated tempera- 
ture, fomentation was witheld until normal ranges 
had been established. Hot fomentations were 
applied to all of the involved areas, and for as 
long as the patients showed any evidence of 
muscle spasm. These packs were applied at 20 
to 30 minute intervals throughout the -day, 
necessitating a complete force of ward aides for 
this procedure alone. No splints or casts were 
applied and the patient was allowed a moderate 
range of movement. There is no doubt that these 
two factors, the relief brought on by the hot 
packs and allowing the patient freedom of action 
for daily physiotherapeutic measures, contributed 
much to the mental ease of all these children. 

Care was taken to maintain a correct fluid and 
electrolyte balance. Those on hot packs required 
additional sodium chloride, even though on oral 
intake. Those having urinary retention without 
any bulbar involvement were placed on Furme-. 
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thide with satisfactory results; the rest were 
catheterized. After the acute muscle pain and 
spasm had subsided, they were assessed by the 
physiotherapist and given daily physiotherapy 
from thence. 

Most of the cases admitted fared well on the 
above regimen, but Table II shows that one out 
of every five admissions during this period was 
either bulbar or bulbo-spinal. These were the 
patients requiring the bulk of the nursing and 
medical attention, for it is to this group almost 
exclusively that the mortality in poliomyelitis is 
confined. 

The procedure was that as soon as a case of 











bulbar poliomyelitis was admitted careful 
assessment of the status of cranial nerve involve- 
TABLE II. 
PoLIoMYELITIS 1952 
No. of 
Type cases % 
MRS as OFS Sea raps 6 te meen 94 37.6 
NS 2 a oe eT 27 10.8 
OMNIS Gud day bald cw olnis oi ts2d Sip whe Se ies 23 9.2 

DIS sc i aie 6:4.» bso aXe ao 101 40.4 
SENG 8 hE Oe 5 2.0 

TOR KS BK. Cee Mee ae 250 100% 

Total No. of respirator cases.. 25 10% 
eae ere ey a2 8 3.2% 





ment was done, repeated every thirty minutes, 
and recorded. The patient was placed in the 
Trendelenburg position, and pharyngeal suction 
maintained if necessary. No oral feedings were 
given, all nutriment being administered intraven- 
ously until it was established that swallowing 
and the ability to handle oropharyngeal secre- 
tions were both possible. Some of these patients 
presented with only minor or lower cranial 
palsies, which advanced no further, and were 
able to go on oral regimen after only two to 
three days of observation. Others went on to far 
advanced respiratory paralysis, requiring a 
tracheotomy and the institution of mechanical 
respiration, 

The very high incidence of bulbar cases re- 
quired constant and persistent vigilance. It was 
often necessary for us to maintain not only a 
special nurse for each of our tracheotomized pa- 
tients in respirators, but also an intern had to be 
in attendance with each case in order to keep the 
airway patent, or to change the tracheotomy 
tube. From the figures presented it will be ob- 
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served that one out of every five patients ad- 
mitted had bulbar involvement, that every fifth 
bulbar patient required tracheotomy, and out of 
250 patients admitted 25 had to remain in res- 
pirators for periods ranging up to several months. 

Tracheotomy had to be done on 3.2% of all 
our patients, or in one out of every five bulbar 
or bulbo-spinal cases. The decision whether or 
not to perform tracheotomy was one of the most 
perplexing problems to be faced. We came to 
the following conclusions with respect to indica- 
tions for this procedure, Tracheotomy should be 
done: (1) On patients with definite signs of bulbar 
involvement with difficulty in swallowing, and 
who had mucus pooling, endangering a free air- 
way. (2) On patients with difficulty in swallowing 
or who could not handle their oropharyngeal 
secretions and later on developed peripheral 
respiratory failure. This procedure was done in 
order to allow this group’access to the mechani- 
cal respirator. (3) In bulbar or spinal types 
which first appear to be doing well, but which 
gradually showed increasing anoxia either in or 
out of respirator. 

Among the apparent advantages of trache- 
otomy were: (1) the easy removal of mucus; (2) 
adequate oxygen tension; (3) possibility of 
intratubal bronchoscopy; and (4) adequate and 
intensive nursing care. 


ANALYSIS OF CASES 


1. The first striking characteristic of this 
epidemic was the heavy predominance of bulbar 
cases. 20% of all cases were bulbo-spinal and 
bulbar in type (50 cases). . 

2. The severity of the types of infection ex- 
ceeded that met with in epidemics experienced 
here prior to this one. Twenty-five cases (10% 
of all cases) required respirator care up to 
several months’ duration, and 3.2% or eight cases 
required tracheotomy. 

3. There was a rather high rate of contact, a 
history being available in many cases. In addi- 
tion, there was a high percentage of familial in- 
cidence. At one period 12% of patients in hos- 
pital belonged to a family in which one or more 
members also had this disease. 

4, There was an apparent regional localization, 
with the most severe cases occurring in families 
in which more than one member had been in- 
fected. 

5. In noting the occurrence among children, 
the highest incidence apparently occurred among 
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the four, five, and the three year groups. In 
infants previous experience had been almost 
negligible. During this epidemic there were 13 
children under one year of age out of a total 
of 250 cases. 





8 © 2 & & (& 20 22 26 2% 28 30 32 


Fig. 2.—No. of cases. 
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6. Previous outbreaks in this Province had 
reached their peak by the middle of August and 
then a steady decline was noted. This year, al- 
though the first cases appeared late in June, the 
peak of the epidemic was not reached until the 
middle of October, and cases presented in a 
steady stream until mid-December (Fig. 3). 

7. Although the highest incidence of disease 
occurred in younger age groups from three to 
five years, the older children from nine to fifteen 
years presented with much more acute symptom- 
atology. In the older groups, the incidence of 
paralysis was infinitely higher, and tracheotomy 
had to be done only in two members of the 
younger age group. 
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8. The strain of virus responsible for this epi- 
demic has been isolated and identified as the 
Brunhilde type. 


SUMMARY 


Two hundred and fifty cases of poliomyelitis 
were admitted to Children’s Hospital of Winni- 
peg from July to December of 1952. The bulk of 
admissions came from two epidemic centres in 
the Province. An extraordinarily high incidence 
of bulbar type occurred, together with a high 
familial incidence of this disease. Ten percent of 
cases admitted were confined to mechanical 
respirators for varying periods. 3.2% required 
tracheotomy, Criteria for admission to hospital, 
analysis of over 150 lumbar punctures, and cri- 
teria for performing tracheotomy are also 
presented. 


The Children’s Hospital, 
Winnipeg, Manitoba. 


RESUME 


Les derniers six mois de 1952 apportérent aux provinces 
des Prairies une violente épidémie de poliomyélite, re- 
marquable par sa forte proportion d’atteintes bulbaires 
(20%). 

La routine suivie dans les hépitaux débutait par |’- 
examen du malade au dispensaire. Une fois déterminée 
la gravité du cas, la ponction lombaire était pratiquée 
si nécessaire et le malade admis 4 la salle. A cause de 
la grande affluence, seulement les cas sérieux furent 
admis, les cas douteux, les non paralysés et les malades 
ne présentant qu'une légére faiblesse furent renvoyés a 
la maison, ot lon jugea quils auraient autant de soins 
qu’a l’hépital. L’expérience démontra que les ponctions 
lombaires ne contribuent au diagnostic que dans une 
mesure fort restreinte. On s’apercut qu'il n’existe aucune 
corrélation entre la gravité de l’atteinte et le nombre de 
cellules dans le liquide céphalo-rachidien. Dans plusieurs 
cas, la découverte d’un nombre élevé de cellules fut 
suivie d’un prompt rétablissement. Aucune élévation du 
taux des protéines ou des chlorures, ou du niveau de 
pression hydrostatique ne fut jamais obtenue. 

Les analgésiques légers et la quinine sont encore les 
remédes qui offrent le plus de soulagement aux douleurs 
musculaires. L’application de chaleur humide’ contribue 
beaucoup a surmonter les spasmes musculaires; la fiévre 
en est cependant une contre-indication. La douleur pas- 
sée, le malade peut alors suivre les exercices quotidiens 
de physiothérapie. La rétention urinaire peut nécessiter 
lemploi d’un cathétére et de “Furmethide”. Le lit doit 
étre muni d’éclisses et de dispositif pour prévenir le 
fléchissement des pieds. L’équilibre des fluides et 
électrolytes demande a étre suivi de prés. L’angoisse du 
malade nécessite quelquefois l’administration de sédatifs. 

Dans les cas datteinte bulbaire, la routine était de 
les examiner aux demi-heures en portant une attention 

articuliére aux nerfs craniens. Les malades, placés dans 
la position de Trendelenburg, étaient soumis 4 une 
suction pharyngée constante, si nécessaire. Ils ne 
recevaient que des solutés intraveineux tant que le ré- 
flexe de la déglutition n’avait pas été parfaitement rétabli. 
On dut avoir recours a la respiration artificielle et mé- 
canique dans plusieurs cas et a la trachéotomie dans un 
cas sur cinq (les trois indicatjons fondamentales sont 
données dans le texte). 

L’épidémie atteignit surtout les enfants Agés de quatre, 
cing et trois ans. La paralysie se manifesta avec beau- 
coup plus de fréquence chez les sujets plus vieux. 


M.R.D. 
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A MODIFIED APPROACH FOR THE 
SURGICAL CORRECTION OF 
BILATERAL ABDUCTOR VOCAL 
CORD PARALYSIS* 


ARNOLD A. GROSSMAN, M.D., Montreal 


In 1939, Kinc! described an original neck opera- 
tion for the treatment of bilateral abductor cord 
paralysis. We are all aware of his attempt to 
unite the omohyoid muscle to the disengaged 
arytenoid cartilage in the hope that vocal cord 
function would be restored by this orthopedic 
transplant of muscle. We are also acquainted 
with the fact that this experimental approach 
has been an orthopedic failure, but from a 
curative standpoint it turned out to be an im- 
portant laryngological success. It became evident 
that return of cord movement was not the most 
vital objective in these cases. What proved to 
be of greatest import was the surgical widening 
of the posterior glottic area from 4 to 6 mm. 
which served to preserve voice, and at the same 
time did away with the tracheotomy tube, to 
which the patient usually objected on esthetic, 
psychosomatic, social, and vocational grounds. 
Furthermore, it was soon apparent that widening 
of the glottic chink beyond 7 mm. resulted in a 
poor voice, and below 4 mm., in a poor airway. 
In the latter instance, the patient would find it 
difficult to dispense with the tracheotomy tube. 


There soon followed a number of interesting 
surgical refinements of the King approach. 
Kelly,? Clerf,’ Orton,t Woodman,® and more 
recently Thornell,° to name but a few, offered 
very useful surgical procedures. It is noteworthy 
that the omohyoid muscle plays no part in any 
of these surgical modifications of the King tech- 
nique. 

This paper presents two features. We intend 
to discuss a modification of the surgical approach 
to the cricoarytenoid joint, in which we employ 
the omohyoid muscle as a “surgical landmark” 
to facilitate the exposure of the arytenoid 
cartilage. Secondly, we present the case history 
of a patient -with bilateral vocal cord abductor 
paralysis who had to submit to bilateral ary- 
tenoidectomy before successful decannulation 
could be carried out. 


*Read at the. Seventh Annual Meeting, Canadian Oto- 
laryngological Society, Minaki, Ont., June 1953. 

From the Department of Otolaryngology, Montreal General 
Hospital and McGill University. 
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In view of the fact that only one patient with 
post-thyroidectomy bilateral abductor paralysis 
has attended our clinic in the last five years, we 
are only able to present one case history. Our 
surgical technique was evolved after trying out 
the Kelly, King, Orton, and Woodman pro- 
cedures on many cadavers. King advised 
laryngeal surgeons to familiarize themselves 
personally with the surgical details of his opera- 
tion by resorting to the anatomy laboratory.’ 
During the process of performing the previously 
mentioned operations in the anatomy laboratory, 
various technical difficulties were encountered. 
These technical problems have already been 
described by others, and it was because of these 
surgical “shortcomings”, that modifications of the 
original King procedure were evolved by Kelly, 
Orton, and Woodman. 


For example, Kelly? devised what he described as “the 
direct approach”. He created a “window” in the thy- 
roid lamina directly over the arytenoid cartilage, and 
through this small window he was able to approach the 
cricoarytenoid joint to perform an arytenoidectomy. The 
reasons for employing this approach are described in his 
original article. He took into consideration the fact that 
laryngeal surgeons, when attempting the King operation, 
were having difficulty with the scar tissue and distorted 
anatomy of the neck, the result of previous thyroid- 
ectomy. This, not infrequently, led to perforation of the 
cesophagus or hypopharynx, particularly when surgeons 
attempted to separate the cesophagus from the _ inter- 
arytenoideus muscle. Kelly’s “approach” avoided the 
scarred and deformed neck tissues and provided firm and 
identifiable cartilaginous laadmarks. 


Kelly also first performed the “arytenoidectomy pro- 
cedure”, removing a “bulky” cartilage which no longer 
carried out its natural duty of moving the true vocal cord 
since it was already paralyzed. By its bulk it took’ up 
considerable glottic space; its removal, therefore, pro- 
vided a better airway at no sacrifice to vocal cord 
function which had already been lost by the recurrent 
nerve injury. He lateralized the cord by a suture from 
the vocal process to the external perichondrium; this 
lateralization of the true vocal cord, plus the removal of 
the arytenoid cartilage, produced a useful airway. The 
fact that this procedure left the anterior third of both 
true vocal cords almost in apposition to one another 
served to retain the patient’s voice at a useful level. 


Finally, it might be noted that Kelly ignored the 
omohyoid muscle completely, since he realized that the 
orthopedic idea of King would not work. He recognized 
that it would mean a great deal of difficult dissection and 
much bleeding to expose and disengage the scarred por- 
tion of the omohyoid muscle in preparation for its trans- 
plant to the arytenoid cartilage. 


The Kelly approach led to a controversy 
which has lasted to the present day. It concerns 
itself with the preservation of the arytenoid 
cartilage. Some laryngeal surgeons feel, and they 
show excellent statistics to prove their point, that 
the arytenoid cartilage need not be removed. 
They base their good results on proper mobiliza- 
tion of the cartilage, and, lateralization of both 
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the arytenoid cartilage and the true vocal cord. 
The last word as to whether the cartilage should 
or should not be removed has not yet been 
written. 


Clerf* has performed 103 cases of mobilization and 
lateral fixation of an arytenoid and he has had to do a 
bilateral operation on only 6 patients, i.e., (5.8%), to 
achieve a successful result. He fixes the arytenoid cartil- 
age to the medial wall of the thyroid lamina, employing 
a burr hole at the level of the true cord through which 
he transfixes the cartilage with its attached vocal cord. 

Orton‘ described a novel operation which was based 
on removing the posterior portion of the thyroid lamina. 
He thus could better visualize the neck and laryngeal 
anatomy as he approached the cricoarytenoid joint. This 
procedure senile from the fact that some laryngeal 
surgeons suggested that the Kelly window operation did 
not provide adequate surgical exposure. Orton also per- 
formed an arytenoidectomy and in his original operation 
he did nothing more on the assumption that mere re- 
moval of the bulk of arytenoid cartilage would be enough 
to provide an adequate airway. He also believed that 
scar tissue retraction eventually would help to lateralize 
the vocal cord. He later modified his original operation 
by lateralizing and fixing the vocal cord 5 to 6 milli- 
metres from the opposite cord, by suturing the vocal 
process to the external perichondrium. 


The Orton operation offers a wide open ap- 
proach, and provides excellent surgical exposure. 
Bleeding is readily controlled. The arytenoid- 
ectomy is simple to perform. However, there 
have been some objections made regarding the 
removal of part of the thyroid lamina, which is 
a most important anatomical bulwark, and 
which, some surgeons believe, serves to prevent 
neck tissues from prolapsing, or from being 
drawn into the glottic area postoperatively, with 
resultant failure of the procedure.’ 


Woodman® recognized the advantages of the open 
approach, but also emphasized the need to preserve the 
thyroid lamina. His technique was based on disarticulat- 
ing the cricothyroid joint and thus mobilizing the thyroid 
lamina which was left intact. He approached the 
posterior border of the thyroid lamina directly and for 
this reason the operation is known as “the posterior open 
approach”. He always performed an arytenoidectomy. 
He lateralized the true cord by a submucosal suture 
through the vocal process and around the inferior horn 
of the thyroid cartilage. 

In some instances, where the lateralized cord would 
be pulled downward too much by the suture arotind the 
inferior horn, he burred a. hole through the thyroid 
cartilage at cord level, and anchored his suture through 
this hole in the cartilage, as Clerf described. This last 
feature is also somewhat controversial, since Woodman 
considered this change in cord level a useful surgical 
technique which afforded the patient a better airwa 
with less voice loss in proportion to airway space gained. 
However, others feel that the voice will be better if 
both cords are left at the same level and separated 5 to 6 
mm. from each other. Woodman has operated on‘ 40 
patients without a single failure, which certainly is an 
excellent record.’ 

Thornell® recently developed a completely new opera- 
tion. He employed suspension laryngoscopy, and ap- 
proached the arytenoid cartilage transorally. He removed 
the arytenoid cartilage, and fulgurated the wound in 
order to control bleeding, as well as to encourage the 
development of scar tissue contracture, which eventually 
helps to lateralize the true vocal cord. 
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He employed preliminary tracheotomy, and left an 
acrylic obturator in the glottis to keep the true cords 
separated until an adequate airway developed. Hodge 
and Grossman,® in 1950, while reviewing the treatment 
of laryngeal paralysis, commented briefly on this tech- 
nique. They suggested that the operation was still rather 
new and untried, and that it required further study. 
Today there is no longer any question regarding its 
usefulness. Some surgeons are now _ employing this 
technique with excellent results. Thornell!° recently men- 
tioned that Havens had performed the transoral intra- 
laryngeal procedure on 50 patients. Bilateral arytenoid- 
ectomy was required in 6 of these patients (12%). One 
of the 6 patients who had bilateral arytenoidectomy was 
anal a surgical failure and still wears her trache- 
otomy tube. 

In 1951, Thornell pointed out the particular usefulness 
of his procedure in patients where the original neck 
operation had failed to produce the desired widenin 
a the glottis. It was his conviction that the transora 
operation should be routinely tried in such cases, since 
there would be no additional scar superimposed on the 
three or more scars which are already present. In such 
instances, he performed an arytenoidectomy on the op- 
posite side. In May 1953, in a personal communication, 
Thornell described 25 cases treated by the_transoral 
intralaryngeal method. In 4 of the 25 cases he had to do 
bilateral arytenoidectomy (16%). In only one instance 
was he not able to decannulate even after bilateral 
surgery. He did not mention the effect of bilateral sur- 
gery on the voice.1° 


The modified approach, which we present 
here, differs from Woodman’s in three essentials. 
To begin with, we expose the cricoarytenoid 
joint through an “anterior open approach”. The 
omohyoid muscle, with the attached sternohyoid 
muscle, as well as the anterior border of thyro- 
hyoid muscle provide fixed and easily recog- 
nized surgical landmarks (Fig. 1, A and B). 

Secondly, we found that disarticulating the 
cricothyroid joint in the cadaver is not an easy 
technical procedure, and, in the living patient, 
the difficulties most likely would be multiplied 
because of the bleeding that would occur due 
to scar tissue resulting from previous thyroid- 
ectomy. Furthermore, the additional surgical 
interference in this area may conceivably pro- 
duce changes in the adjacent thyroid and para- 
thyroid tissues, which could aggravate an already 
“weakened” thyroid and parathyroid metabol- 
ism.1! Therefore, to mobilize the thyroid carti- 
lage, and, to avoid the above hazards, we cut 
through the inferior and superior horns at their 
attachment to the thyroid lamina. It might seem 
that cutting through the base of the superior 
horn alone would be quite adequate, but for 
complete visualization of the surgical field, we 
found it necessary to cut through both horns. 
The incision through the inferior horn is well 
above the region of the cricothyroid joint, and is 
therefore more easily accomplished than is the 
disarticulation of the cricothyroid joint (Fig. 1, 
C and D). 
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Thirdly, we routinely perforate the thyroid 
cartilage at true cord level to facilitate proper 
lateralization and fixation of the true cord. 

We do not suggest that this technique replace 
any of the previously described methods. We 
simply present this method as a modified ap- 
proach to the other surgical techniques, keeping 
in mind that Kelly once wrote: 


“This review is my own and I state the facts as I see 
them, as a laryn — surgeon; it is not to be misconstrued 
as a criticism of any person or surgical technique. Few 
surgical techniques are perfect, there is nearly always 
something to be desired. 


In any event, we consider three things to be 
important, and these are that (1) either the 
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Fig. 1.—Anterior open approach for cord lateralization. 
2.—Reconstruction after bilateral paralysis. 


Fig. 


“anterior’ or the “posterior” open approach 
seems surgically most suitable for this operation; 
(2) the entire thyroid cartilage must be left 
behind as a bulwark against prolapse, or indraw- 
ing, of the neck tissues into the larynx; and (3) 
proper lateralization and fixation of the vocal 
cord, or of both the true cord and the arytenoid 
cartilage, is best achieved by employing direct 
laryngoscopic vision whilst the lateralization 
process is taking place. 


SURGICAL’ TECHNIQUE. 


If the patient is not already wearing a trache- 
otomy tube, a preliminary tracheotomy is per- 
formed, three to six weeks prior to arytenoid- 
ectomy. Intratracheal anzsthesia may then be 
employed for the neck procedure by way of the | 
tracheotomy lumen. Incision is made anterior to 
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the sternomastoid muscle, from the angle of the 
jaw down to the suprasternal notch. The 
platysma muscle and subcutaneous tissue are 
identified and incised to expose the first layer of 
deep cervical fascia. This layer is then cut 
through, and, in the upper half of the wound, the 
sternohyoid and omohyoid muscle remnants are 
to be found. The lower portion of these muscles 
usually have degenerated, and the remnants 
here become embedded in scar tissue, and: there- 
fore it would not be surgically advantageous to 
seek to identify and separate the two muscles in 
this area. 

When the sternohyoid and omohyoid muscles 
are exposed, an incision is made between them 
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Fig. 2 


in the upper portion of the wound Fig. 1, A). 
This incision is carried superiorly to the attach- 
ments of both muscles on the hyoid bone. Re- 
tractors are then inserted between these muscles, 
and, on separation, the thyrohyoid muscle comes 
into view. Anterior to the thyrohyoid muscle one 
observes the external perichondrium covering the 
anterior portion of the thyroid cartilage. 

An incision is now made through this peri- 
chondrium, anterior and parallel to the thyro- 
hyoid muscle, and this incision is carried over the 
superior horn above, and over the inferior horn 
below (Fig. 1, B). The external perichondrium 
and thyrohyoid muscle, as well as the inferior 
constrictor muscle and'sternothyroid muscle, are 
elevated by subperichondrial dissection and this 
tissue mass is retracted posteriorly, exposing the 
posterior border of the thyroid lamina; this in 
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turn helps to reveal the attachment of the 
internal perichondrium. The superior horn and 
inferior horn are cut across with scissors at their 
attachment to the thyroid lamina (Fig. 1, C and 
D). A submucous elevator is placed between the 
posterior border of the thyroid lamina (which is 
elevated by retraction) and the internal peri- 
chondrium. The index finger may now readily 
peel off the internal perichondrium from the 
thyroid lamina, and while pushing the peri- 
chondrium medially, the cricoarytenoid joint 
capsule becomes easily palpable deep to the 
thyroarytenoid muscle and lateral cricoarytenoid 
muscle. One employs the index finger to keep the 
joint capsule under direct control by palpation on 
the anterior aspect of the joint. A vertical in- 
cision is then made into the joint on its anterior 
aspect, the arytenoid cartilage is readily identi- 
fied, and may now be easily separated from the 
capsule and removed without danger of tearing 
into the cesophagus or pharynx. The vocal pro- 
cess is left behind. 


We are now prepared for cord lateralization; 
an assistant exposes the vocal cords with a laryn- 
goscope, and the cord is lateralized to the de- 
sired width of 5 to 6 mm. A number 0 chromic 
catgut suture is carried through the vocal pro- 
cess submucosally. A hole is burred or punched 
through at the desired level of the thyroid 
cartilage; the suture from the vocal process is 
carried through the perforation in the thyroid 
cartilage and the cord is fixed permanently when 
it has been lateralized to the desired width. 

The perichondrium and the attached muscles 
are then replaced and chromic catgut sutures 
are employed to unite the external perichondrium 
over the thyroid cartilage. A Penrose drain is 
inserted into the area of the cricoarytenoid 
capsule before closure. The wound is closed in 
layers; a snug neck dressing is then applied. 

The above technique allows the surgeon a 
large operative field which facilitates haemostasis, 
provides a good anatomical view, and offers easy 
access to the cricoarytenoid joint. It is simple, 
direct and based on anatomical considerations. 
The lateralization of the vocal cord may be per- 
formed according to any of the established tech- 
niques, i.e., King, Clerf, or, Woodman’s, once 
the joint capsule has been entered, and the ary- 
tenoid cartilage has been exposed and dis- 
articulated. The tracheotomy tube usually can 
be removed between 24 to 30 days after the 
cedema at the operative site has subsided, and 
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the tube has been corked for 3 days without 
respiratory distress. The Penrose drain is re- 
moved in 48 hours. A Levine tube may be used 
for 72 hours for feedings; many laryngeal sur- 
geons dispense with the Levine tube, and in its 
stead use intravenous feedings for 24 to 48 hours. 


Case History 


Mrs. K.N. a forty-five year old white woman, under- 
went a radical thyroidectomy procedure in 1946 for 
suspected thyroid malignancy. Soon afterward, the pa- 
tient developed dyspnoea and stridor. Indirect mirror 
examination revealed a bilateral midline fixation of the 
vocal cords (Fig. 2, A). A tracheotomy was performed. 
She remained in the hospital for four weeks; after this 
period of convalescence, she observed that she could 
breathe well enough with the tracheotomy tube corked. 
She resented the tube very much, for esthetic and social 
reasons. It was subsequently removed, and the neck 
wound was allowed to heal spontaneously. The patient 
was discharged with a fairly good voice, but, with a 
poor airway under conditions of exertion. She gave up 
her work as a waitress, became an invalid confined to 
her home, and her social life came to an end because 
her airway was inadequate for routine activities. She 
climbed stairs with great difficulty, and what was most 
alarming to her family was her noisy breathing while 
sleeping. 

She attended the goitre and otolaryngological clinics 
of the Montreal General Hospital where she underwent 
repeated BMR, cholesterol and calcium studies. She was 
kept on a maintenance dose of desiccated thyroid gr. 1 
daily. There was no clinical evidence of parathyroid 
deficiency.11 

She refused to wear a tracheotomy tube from 1946 to 
1951, during which time she lived in fear of choking to 
death in her sleep. This fear was heightened whenever 
she developed a chest cold or an acute laryngitis. She 
manifested chronic dyspnoea and stridor on exertion, and 
found it difficult to eat certain kinds of solid foods which 
required much chewing, such as meat, apples and bread. 
During this five-year period her voice remained good in 
tonal quality, but she spoke haltingly, and complained 
that her voice tired ae 

In early 1951, she developed laryngitis, and following 
a severe choking episode she requested that something 
be done about her throat condition even though it meant 
wearing a tracheotomy tube again. It was decided to 
try the previously described surgical approach to the 
cricoarytenoid joint. 

In April 1951, a preliminary tracheotomy was done. 
In June 1951, a right arbichaliicene and cord laterali- 
zation was —— During the course of this opera- 
tion the right thyroid lamina was found to be thin and 
atrophic. In the process of elevating the thyroid cartilage 
and separating it from the internal perichondrium, the 
posterior half broke into small fragments. As a result the 

osterior half of the cartilage was removed leaving be- 
hind a small piece of the postero-superior aspect of 
the thyroid lamina as well as the superior horn of the 
thyroid cartilage, which was not cut through in this 
instance due to the disintegration of the cartilage in 
this area. A fixation suture was then placed between 
this cartilaginous remnant and the vocal process. The 


operation was then completed as previously described. . 


The patient was observed daily for three weeks. There 
was a great deal of cedema in the region of the right 
true and false cord. For about two weeks very little 
glottic chink could be seen. Gradually this cedema sub- 
sided and in August, 1951, the tracheotomy tube was 
corked. The patient was decannulated nine weeks after 
arytenoidectomy. Her voice remained adequate and her 
airway improved. She could sleep better and lost the 
fear of choking in her sleep; she could also chew solid 
foods without difficulty. The airway seemed to improve as 
the postoperative oedema gradually subsided (Fig. 2, B). 
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Four months later, in December 1951,, she developed 


‘a chest cold and laryngitis. She was short of breath and 


the’ resultant stridor alarmed her family to the extent 
that they requested she be admitted to hospital. She was 
treated by bed rest, steam inhalation, and antibiotics. 
Laryngological examination revealed congestion and 
thickening of the vocal cords, but after the laryngo- 
tracheitis subsided, it was observed that the right side 
of the larynx was “drawn inward” and this had narrowed 
the glottic chink by approximately 2 mm., thus, her air- 
way was now about 3.5 mm. in width, and therefore, in- 
adequate (Fig. 2, C). 

This episode alarmed the patient and her family, and 
they asked that further surgery be done. It was ex- 
plained to the patient that an operation on the left side 
of her neck would improve her airway, but would prob- 
ably leave her without a useful voice.12 The patient in- 
sisted that she was not concerned about losing her voice 
so long as we could provide an adequate airway, and 
assure her that she would not have.to wear a trache- 
otomy tube permanently. 

On April 4, 1952, a preliminary tracheotomy was done 
under local anesthesia. Laryngeal examination at this 
time revealed further narrowing of the glottic chink due 
to the further adduction of the right true vocal cord by, 
what was presumed to be a prolapse, or indrawing, of 
neck tissues into the larynx. On April 29, a left arytenoid- 
ectomy with true: vocal cord lateralization was carried 
out. The anterior open approach was employed. On May 
12, two weeks after surgery, the patient was discharged 
with an excellent airway, but her voice was reduced to 
a whisper (Fig. 2, D). She was decannulated four weeks 
after surgery. Postoperatively there was little oedema of 
the internal laryngeal structures and by the time of 
decannulation it had disappeared completely. Her airway 
remained adequate but her voice was poor. 


In January, 1953, an interesting situation de- 
veloped. The -patient and her family noted that 
her voice had been restored to a useful level. 
There was no respiratory difficulty on exertion 
and she was making arrangements to return to 
her job as a waitress which she had left in 1946. 
The laryngological examination at this time re- 
vealed that the first corrective procedure had 
become a complete failure, i.e., the right true 
cord had gradually returned to the midline posi- 
tion. It can only be surmised that the “right neck” 
had either gradually been drawn into the glottic 
area by scar tissue retraction, or that it had pro- 
lapsed into the larynx through the cartilaginous 
defect. In any event, at the present time the left 
cord is pulled over 6 mm. from the midline and 
it has remained at that distance since surgery, 
leaving her with a useful voice and an adequate 
airway (Fig. 2, E). 

In closing, one must emphasize that patients 
who refuse to wear a tracheotomy tube when 
both their vocal cords are fixed in the para- 
median position are endangering their lives. 
Harpman* recently reported two sudden deaths 
in patients with bilateral midline cord fixation 
who had refused tracheotomy. Their deaths were 
related to sudden exertion. Patterson* described 
a fatality in a similar situation, in which a pa- 
tient with bilateral midline fixation, developed a 






GrOSSMAN: Corp PaRALysis 525 


severe laryngitis, and, was unable to reach a 
laryngologist in time for an emergency trache- 
otomy. 

Cord lateralization should not be attempted 
for at least six months and preferably not before 
18 months, following bilateral midline cord fixa- 
tion resulting from thyroidectomy, because a 
large number of: paralyzed cords may spon- 
taneously return to normal function.® *° 

During this 18 month period one must not 
allow vanity, cosmetic effect, or family objec- 
tions to interfere with the wearing of a trache- 
otomy tube. Laryngologists must insist that a 


.tracheotomy tube be worn until cord function 


returns spontaneously, at least on one side; or, 
for at least 18 months after thyroidectomy, until 
all hope for returning cord function has been 
given up and arytenoidectomy has successfully 
been performed. 


SUMMARY 


1. A modified surgical approach to the crico- 
arytenoid joint is presented which we feel offers 
a good anatomical view and easy access to the 
cricoarytenoid joint. It is simple, direct, and 
based on anatomical considerations. 

2. This approach is not offered as a replace- 
ment for other well known surgical techniques, 
but is simply presented as an addition to the 
otolaryngological surgical armamentarium. 

3. A short discussion of the salient features of 
some of the more well-known operations for 
bilateral abductor paralysis is presented. 

4. A case history is presented in which bilateral 
arytenoidectomy and cord lateralization was 
performed, and in which the failure of the first 
operation led to a return of the patient’s voice 
and a successful end result. 


The author would like to thank Dr. George E. Hodge, 
Dr. Ernest E. Scharfe, and Dr. R. Hall McCoy for their 
much appreciated co-operation. 
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THE LATE WITHDRAWAL 
SYMPTOMS OF ALCOHOLIC 
ADDICTION 


MARVIN WELLMAN, M.D.,* Esquimalt, B.C. 


THE LITERATURE on the problem of alcoholism 
suggests a curious ambivalence. On the one hand 
alcohol is considered as the least of the alco- 
holic’s troubles and always the symptom of some- 
_ thing else.’ In harmony with this attitude are con- 
clusions that the suppression of alcohol uncovers 
a well-structured psychoneurotic or psychotic 
organization inimical to the recovery from alco- 
holism.? On the other hand there are carefully 
detailed reports indicating that the average 
problem drinker is in no way different from the 
so-called normal except that he drinks more.* 

Bacon,‘ in 1948, considered that problem 
drinkers could be classified in one of two 
categories; (1) the primary compulsive type 
utilizing alcohol to cope with personality prob- 
lems which are present from an early age; (2) 
the secondary type of problem drinker, . the 
fairly well-adjusted youth whose transition 
from heavy social drinking to compulsive drink- 
ing is a more gradual and insidious process. 
Kolb and Felix® have used a similar classifica- 
tion for narcotic addicts considering them as, 
(a) psychotic persons who adjusted better with 
the help of drugs, psychopathic individuals, 
persons suffering from psychoneuroses; and (b) 
normal persons who, for example, might have 
become accidentally addicted following illness. 

Many factors would seem to be involved in 
the drift of the so-called normal into alcoholic 
addiction. One seems to be an environmentally 
determined conditioning process which has 
been compared to the physiological process of 
neuronal facilitation.© Wives would seem to 
play a not innocuous part in the development 
of addiction.’ Some have considered alcoholism 
to be a metabolic disease with a wide spectrum 
of changes in the blood chemistry and the en- 
docrines.. It is quite easy to interpret the 
changes in the blood chemistry and the en- 
docrines as the result of the alcoholism rather 
than the cause. 

The alcoholic has been defined as a steady 
drinker whose regularity sets him apart from 
the controlled social drinker,® although many 


*Surgeon Commander, R.C.N., Naval Hospital, H.M.C.S. 
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might consider such persons as not necessarily. 
either addicts or problem drinkers. Jellinek’s 
classification of problem drinking into a basic 
phase, a compulsive phase and a terminal phase’® 
implies that problem drinking is a process. 


The present paper is concerned with the after- 
math of problem drinking which has reached the 
early acute stage of the compulsive drinking 
phase or later in Bacon’s secondary type of prob- 
lem drinker. The patient has been having black- 
outs regularly for probably a year or two or 
maybe much longer; that is, he has passed 
through Jellinek’s basic stage. The acute stage 
of the compulsive phase has been ushered in by 
the needing of morning drinks, the making up of 
perfectly good reasons as to why he should con- 
tinue to drink heavily and in spite of them being © 
enough worried about drinking that he makes 
attempts to curb his drinking, for example he 
goes on the wagon for a month. About this time 
some problem drinkers note that they begin to 
get drunk surprisingly fast. A little while previ- 
ously they were drinking everybody under the 
table but now they do not remember anything 
after the fourth glass. This does not occur every 
time the patient gets drunk but for a time after 
the onset it occurs only on occasion, probably 
every third or fourth episode of drunkenness. In 
each case where this part of the process has been 
reached withdrawal of alcohol has been followed 
by the development of a relatively uniform 
symptom picture. 


These withdrawal effects do not occur im- 
mediately but later, commencing within a few 
days or as late as two months after withdrawal 
of alcohol. They have been observed in persons 
who have not developed an intolerance to 
alcohol but all persons seen who have developed 
an intolerance show the late withdrawal symp- 
toms. It has been suggested that an allergy is 
involved in the increasing sensitivity to alcohol" 
but the clearcut relation to the withdrawal symp- 
toms might suggest that it is simply another part 
of the physiology of the addiction. 

These late withdrawal symptoms would seem 
to be the reason behind the ambivalent attitude 
in the literature. In addition to the primary com- 
pulsive problem drinker who needs help because 
of basic personality traits, the person with sec- 
ondary addiction seeks medical assistance only 
after the acute stage when the late withdrawal 
symptoms are present. These have all the ear- 
marks of symptoms due to basic psychopathology 
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except that they clear up spontaneously follow- 
ing a regular time sequence if the patient con- 
tinues to abstain. 

The symptoms which develop in these cases, 
days to weeks after the withdrawal of alcohol, 
occur in waves of greater or lesser intensity. Dur- 
ing the first six months the patient can expect the 
symptoms most of the time. Some patients 
display a fairly constant rhythm of more intense 
symptoms for three to five weeks and symptoms 
of lesser intensity for a week or so. During the 
second six months the intensity of symptoms is 
diminished. The waves of more intense symptoms 
may be expected to be of shorter duration than 
the periods of relative freedom from symptoms. 
The periods of greater approach to the normal 
lengthen, so that one can predict during this 
second six months that the patient will have 
more time when he is close to feelings of well- 
being than he will have to spend feeling intensely 
uncomfortable. , 

During the third six months the waves of 
symptoms are controllable either by a deliberate 
act of discipline or by the patient giving them 
his entire attention and expressing his thoughts 
and feelings verbally. This may be done either 
to his physician or to some understanding friend, 
especially one who has been through the ex- 
perience himself. 


After eighteen months the symptoms may be 
expected to occur indefinitely. in waves of vary- 


ing intensity but they never reach as great a- 


severity as was experienced during the first six 
months period and seldom as great as during 
the second six months period. These later symp- 
toms are of shorter duration. At two years a 
wave of depressed feeling for as long as two 
weeks is unusual. Usually they are of a few 
hours or a few days at the most; commonly of 
only minutes. Waves of lesser intensity occur 
as late as five and ten years after withdrawal but 
at these later stages control is only a matter of 
the patient deliberately turning his thoughts to 
more pleasant matters. This deliberate disciplin- 
ing seems to be used and practised by all those 
who have passed through this period and re- 
mained abstinent over a period of years. Some of 
them have discovered it independently. 


The sufferers themselves have developed 


picturesque and highly descriptive names for the 
late withdrawal effects. The milder forms are 
, the more severe 


> >? 


known as “stinkin’ thinkin 
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forms as “dry drunks”. The two terms indicate 
the extremes of a-gradient. st 

Late withdrawal symptoms include irritability, 
depression, insomnia, fatigue, restlessness, a ~ 
sense .of aloneness and distractibility. When 
they occur at all the entire range of symptoms 
seems to present itself. In the milder forms the 
patient can frequently keep them hidden from 
his acquaintances and his more casual friends. 
Persons, who know him well and especially the 
members of his family are well aware of them. 

The most obvious symptom to persons close 
to the patient is his irritability. Frequently he is 
reluctant either to express or perhaps acknowl- 
edge even to himself that this is an important 
part of his symptoms. A suggestion that he ask 
his wife about it will usually bring it into sharp 


_ focus and he will describe his unreasoning 


angers. An almost typical report is that he will 
say angry things as the result of some minor 
irritation and while he is still feeling humiliated 
and regretful for having expressed himself in a 
nasty manner he will say something even more 
unpleasant. 


The most troublesome symptom to the pa- 
tient is his depression. He looks on the gloomy 
side of everything. More often than not this 
gloom has a malignant colouring; unkind fate 
seems especially directed at him. The extent of 
his failures and shortcomings is multiplied many 
times in his own mind. Insomnia is troublesome 
and his sleepless hours are filled with his bitter 
thoughts. Fatigue seems to be a constant symp- 
tom but the patient blames it on his insomnia. 
The patient describes himself as restless. There 
is a constant lack of satisfaction in life as it is 
and in everything about life. This may be an 
expression of other more basic symptoms but it is 
strongly felt and presents a hazard in itself. As a 
result of it he tends to jump from one thing to 
another and not stick at anything very long with- 
out real effort on his own part. Sitting down he 
wishes to stand, and standing he wishes to go toa 
movie. Half way through the movie he wishes 
he were at home and frequently feels he must go. 


A sense of aloneness seems also to be a con- 
stant feature. Some problem drinkers are like 
those described by Manson as frequently under- 
socialized individuals who shun social occasions, 
preferring drinking to other activities. These 
probably belong to Bacon’s primary compulsive 
group but the majority of those who become 
addicted to alcohol seem to be persons of more 
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than ordinary social awareness. They need ap- 
proval from others and they need the experience 
of giving approval. The excess drinking seems 
to develop originally as a part of their social 
activities. There is no simpler way of showing 
one’s good feeling toward a confrére than to 
push a drink at him, nor is there a readier way 
of showing compliance with this fellow-feeling 
than to accept one. Distractibility is seldom 
noted in its simpler phases by the sufferer himself 
but a simple question as to whether he has any 
difficulty in keeping his mind on his work or his 
home problems will readily elicit it. 


Severe late withdrawal symptoms seem to be 
simply intensifications of the clinical picture 
found in the mild case. All symptoms may be- 
come uniformly increased or any one may be- 
come more pronounced than the others, although 
in each case the other symptoms will be found to 
be present. With the more intense symptoms 
some modifications are sometimes found. The 
depression with the threatening gloom frequently 
becomes paranoidal and the distractibility be- 
comes confusion. The insomnia may become 
actual sleeplessness. Neither the sense of alone- 
ness nor the restlessness has been observed as the 
outstanding symptom in the more intense condi- 
tions. 


The late withdrawal symptoms usually reach 
their maximum intensity within the first month 
or six weeks. They do not tend to become more 
severe but rather to undergo the short remissions 
mentioned earlier and then to return to their 
former level till in the neighbourhood of six 
months when they diminish appreciably. The 
syndrome is subject to exacerbation at any time 
should the patient be faced with defeat or with 
demands on his abilities which are greater than 
he can meet successfully. 

Physical signs are not often found associated 
with the milder forms of the late withdrawal 
symptoms but they become the most striking, 
although only occasional, manifestations of the 
more severe syndromes. In its more striking form 
the patient has a bright red flush or his face and 
neck are a dull blotchy. red. Perspiration runs in 
streams from his face and axillee. His hands and 
feet are wet. The pulse is in the neighbourhood 
of 100. The systolic blood pressure may be 
lowered ten to fifteen points while the diastolic 
pressure drops even more. Occasionally muscle 
twitches may be observed. The mental state dur- 
ing these attacks is characteristically one of con- 
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fusion and occasionally there is considerable 
anxiety. Attacks may be so mild that one is only 
able to observe a slight flush. The attack lasts 
at the most for a few hours, frequently’ it is as 
short as half an hour. It may occur at any 
time during the first six months but seems to be- 
come progressively milder. 

The relatively constant features of the syn- 
drome of late withdrawal symptoms suggests 
that it is a surface manifestation of a disturbed 
physical state. There can be little doubt now that 
such a disturbed state exists in the alcoholic 
habitué. Smith in 1948 found ample evidence to 
consider alcoholism as a metabolic disease based 
on hypofunction of the adrenal cortex.‘ More 
recently, in 1952 Little and McAvoy report 
characteristic electroencephalographic changes 
in alcoholics.1? All this would seem to increase 
the challenge and narrow the field of effort for 
the physician. 

Thirst for alcoholic beverages has not been 
mentioned as a part) of this late syndrome be- 
cause it is not a constant feature. Thirst, as such, 
seems directly related to the age of the patient. 
It is rare to find it a troublesome feature in pa- 
tients under thirty but it is increasingly common 
afterward. 

One of the greatest problems facing the phy- 
sician who is supervising the recovery of the 
addict to alcohol is the management of the late 
withdrawal symptoms. Return to alcohol for the 
relief of these symptoms or during the confusion 
and bitterness of their more intense exacerba- 
tions is a commonplace. Even without the basic 
personality structure described by Fouquet and 
Ropert? these later symptoms prolong the period 
of convalescence to well over a year. The en- 
couraging note about this aspect of the problem 
is that the time is reasonably limited and if one 
can assist the patient in any way to pass these 
difficult months the efflorescence of symptoms 
will automatically regress. 


SUMMARY 


1. Problem drinking may be considered as: (a) 
primary compulsive drinking—symptom drink- 
ing; (b) secondary drinking—simple addiction to 
alcohol. 

2. Late withdrawal symptoms always follow 
the development of repeated blackouts and at 
least occasional evidence of intolerance of 
alcohol. This late syndrome may develop without 
evidence of intolerance. 
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3. Late withdrawal symptoms begin a few days 
to a few weeks following the withdrawal of 
alcohol. They make the first six months’ absti- 
nence a period of very real discomfort and the 
next six months somewhat less so but still a 
troublesome time. 

4. The late withdrawal syndrome includes 
irritability, depression, insomnia, fatigue, rest- 
lessness, a sense of aloneness and distractibility. 
When it is severe it may on occasion be ac- 
companied by physical symptoms suggestive of 
alcoholic over-indulgence. 

5. If the physician can in any way assist his 
patient over the first year’s abstinence the symp- 
toms can be expected to become of minor im- 
portance. 
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RESUME 


1. L’alcoolisme peut étre considéré de deux maniéres: 
(a) lalcoolisme symptomatique primaire du buveur in- 
vétéré; (b) lalcoolisme secondaire, simple accoutumance 
4 alcool. 

2. Les accidents tardifs d’abstinence alcoolique suivent 
toujours la période des pertes de connaissance répétées 
et caskinalile aussi, lapparition de Yintolérance a 
lalcool, bien que celle-ci ne soit pas toujours présente. 

3. Les signes tardifs de labstinence alcoolique ap- 

araissent de quelques jours 4 quelques semaines apres 

le sevrage. Ils sont la cause d’un véritable malaise 
pendant les premiers six mois d’abstinence, et d'une 
certaine géne pendant le deuxiéme semestre. 

4, Ce syndrome comprend [irritabilité, la dépression, 
Vinsomnie, la fatigue, la bougeotte, une impression de 
délaissement et de manque de concentration. Quand 
ils sont trés poussés, ces symptémes peuvent en faire 
surgir d’autres qui rappellent la phase ébrieuse. 

5. Si le médecin peut suivre son malade pendant la 
premiere année de sevrage, il pourra lui assurer que les 
manifestations tardives d’abstinence seront par le suite 
dimportance négligeable. M.R.D. 





MALIGNANT MELANOMA OF SKIN 


C. H. WEDER, M.D., F.R.C.S.[C], and 
T. A. WATSON, M.B., D.M.R., Saskatoon, Sask. 


THE MALIGNANT MELANOMA Of the skin, because 
of its accessible position, should have a cure rate 
approaching that of other skin cancers. Instead, 
we find that the cure rate is similar to that seen 
in deep seated “silent” gastro-intestinal malig- 
nancies. Three factors are at present responsible 
for this poor result. First, and most important, 
is the intrinsic malignancy of the lesion as evi- 
deneed by rapid invasion of blood vessels and 
lymphatics. This often occurs while the primary 
lesion is yet quite small and inconspicuous. 
Second, there is the delay by the patient in seek- 
ing prompt medical attention when observable 
changes occur in a previously quiescent nevus. 
The third factor is the doctor who fails to com- 
prehend the role of the nzvus as a cancer pre- 
cursor, and who when he removes the lesion 
uses the cautery, thus providing no material for 
microscopic examination. The diagnosis remains 
in doubt until several months later, when the 
patient presents himself with evidence of secon- 
dary spread. 





The material which forms the basis of this 
paper includes all the cases of malignant melan- 
omas of the skin seen by the Saskatchewan 
Cancer Clinics in Regina and Saskatoon, from 
the years 1932 to 1950, and include 115 histo- 
logically proven cases. For an evaluation of the 
end results of treatment, seventy three patients, 
representing all the cases seen between 1932 and 
1947, are studied. 


Incidence and distribution.—While the malig- 
nant melanoma is not a rare tumour, it is un- 
common as compared to other skin cancers. In 
the period under survey 1932 to 1950 there were 
2,808 non-pigmented epithelial cancers treated 
as compared with 115 malignant melanomas. This 
gives a ratio of 1:24. These tumours can occur 
at any age; the youngest patient in the series is 
three years, while the oldest is 92 years, the 
average age being 50 years. The sex distribution 
shows a slight preponderance of females, with 
64 females as compared with 51 males. 

These findings are in keeping with other large 
series, except those reported from the New York 
Memorial Hospital. Because of the small num- 
bers, these figures are probably of no statistical 
significance. 
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Certain sites are favoured by this lesion as can 
be seen from Table I. The head and neck is the 


TABLE I. 





Srres or MALIGNANT MELANOMAS 
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most popular site, with 35 cases, followed by the 
feet, with 22. These two sites together account 
for over one-half of the total number of cases. 
Pre-existing mole.—It is generally thought that 
most malignant melanomas arise from pre-exist- 
ing benign nevi which have been present for 





Fig. 1 


varying periods. Examination of the present 
series shows that 52 patients give a history of 
having a lesion present for varying periods of 
time. In those cases in which no history of 
previous mole is given, it is thought that the 
lesion is poorly pigmented, of a very minute size, 
or inaccessibly located. While the clinical records 
are not complete enough to allow us to analyze 
the gross characteristics, in the main they are 
found to be pigmented, hairless outgrowths 
which may bleed easily, are sometimes itchy, and 
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have recently increased in size and pigmentation. 
Frequently, there is a surrounding halo of soot- 
like particles, as seen in Fig. 1. Occasionally, a 
non-pigmented lesion is seen having the appear- 
ance of unhealthy granulation tissue. Slate blue 
or black discoloration beneath the nail of a 
finger or toe may be the first indication of this 
tumour. 

Among the lesions that should be differentiated 
are benign hairy moles, acanthomas, seborrhceic 
warts, pigmented basal cell carcinomas, pyogenic 
granulomas, and glomus tumours. While experi- 
ence will increase the accuracy of the examiner's 
diagnosis, it is no substitute for a high index of 
suspicion and histological examination. 

The role of injury and chronic irritation as an 
etiological factor in the malignant change of 
these lesions is difficult to evaluate. In the 
present series, 19 patients give a history of 
injury. In 10 cases this was of a single nature. In 
the remainder, the injury was recurrent over 
varying periods of time. It is difficult to draw any 
conclusions from these meagre facts. 

Growth patterns.—Usually the pigmented can- 
cers grow by early local invasion and spread to 
regional lymph nodes, with subsequent blood 
stream dissemination.* In addition to this, several 
other growth patterns are found: 

1. Occasionally the patient presents himself 
with evidence of very large metastases while no 
clinical evidence of malignant change is seen in 
the skin lesion. In one case of this series, during 
investigation of the abdominal complaints, a 
large pelvic mass was found which was thought 
to be a primary ovarian cancer. It was only after 
removal and the pathologist's report of malig- 
nant melanoma received that attention was 
directed to a small innocent appearing “nzvus” 
on the foot. Excision showed it to be the primary 
lesion. 

2. Some cases show widespread dissemination 
particularly to lungs and liver and no primary 
lesion can be detected, even at autopsy. Two 
such cases are noted in the present series. 


3. Certain lesions appear to have little 
tendency to invade deeply, and are seen as 
cauliflower-like outgrowths. Local recurrence 
follows inadequate excision but distant spread _ 
is late and sometimes never appears in spite of 
numerous excisions of recurrences at the original 
site. Unfortunately this lesion which is readily 
curable represents only 3% of all malignant 


- melanomas of the skin. 
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4, The appearance of occult metastases after 
periods of from five to fifteen years is not un- 
common. While this phenomenon is most fre- 
quently seen in ocular melanomas, one case of 
skin melanoma manifested secondaries fourteen 
years after cauterization of a “mole”. 

5. Pregnancy? has a markedly accelerating 
effect on the growth and metastasis of the 
malignant melanoma. Because of this, Pack 
recommends the removal of all smooth black or 
brown moles during the prenatal period. Young 
women who have been treated for the disease 
are advised to avoid pregnancy for three to five 
years. 

6. Nevi occurring before puberty* frequently 
show an increase in size and density of pigmenta- 
tion and on excision are reported by the path- 
ologist as malignant melanomas. Subsequent be- 
haviour does not follow that seen in malignant 
lesions after puberty. Local recurrence and meta- 
stasis, although reported, are extremely uncom- 
mon. In a large series from Sweden, no recur- 
rences or metastases were seen, although the 


treatment by local excision would be considered — 


inadequate for the same lesion occurring in an 
adult. Two prepubertal lesions in the present 
series were treated conservatively with no re- 
currences appearing as yet. 

Delay in diagnosis.—In order to discuss the 
delay in diagnosis and the results of treatment 
the lesions are classified into: Stage I—a lesion 
which is entirely local. Stage IIl—a lesion in 
which the nearest group of regional nodes are 
involved. Stage III—a lesion which is dissemi- 
nated beyond the first lymph node station. 

The distribution in the present series is as 
follows: Stage I, 70. Stage II, 27. Stage III, 18. 
While more radical surgical measures will no 
doubt help improve the results in late lesions, 
this- improvement will be limited. Using our 
present methods of treatment, an increase in the 
cure rate is dependent on treating more early 
lesions. Delay in seeking medical attention is 
found to average nine months in stage III. 
Public awareness, if aroused, should reduce this 
delay considerably. A survey of the time elapsing 
from the time of reporting to the doctor and 
receiving adequate treatment shows it to be three 
months. Frequently, the patient is told that it is 
only a mole and no treatment is necessary. More 
often, the “mole” is cauterized, and nature is 
allowed to make the diagnosis at a later date. 
Narrow excisions are frequent, and patients are 
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advised that nothing further is necessary, with 
the “treatment” nothing more than a biopsy. 


Prophylaxis.-The removal of all pigmented 
nevi would go a long way to prevent the oc- 
currence of malignant melanomas. While this is 
obviously impracticable, nevertheless, certain 
nevi should be removed because of their greater 
potentialities for evil. All pigmented lesions of 
the hands, feet, and genitalia should be removed 
as well as those subject to repeated irritation by 
shaving or to constant rubbing by wearing ap- 
parel. It is well to remember that the nevi in 
these sites are frequently non-pigmented and the 
removal of all lesions which cannot be positively 
identified is not only warranted but mandatory. 
An adequate margin of from one to two centi- 
metres of surrounding skin should be taken. 
Moles which have changed in size, colour, or 
consistence are- malignant melanomas, and will 
have to be treated in a more radical manner. 

Immediate fixation in 10% formalin and dis- 
patch for pathological examination is obvious 
but often neglected. The electrocautery should 
be avoided. It is at best a poor surgical instru- 
ment. Its use invites inadequate excisions and 
delayed healing. Because the specimen is 
charred, a section will take the stain poorly, and 
frequently make a diagnosis impossible. Some 
doctors avoid the prophylactic removal of nevi, 
believing that such an attempt is responsible for 
initiating a malignant change in a benign tumour. 
This position is obviously unsound, for if the 
benign tumour is completely excised, there is no 
remnant to become malignant. If local excision 
is carried out of a nzvus already malignant, ‘the 
treatment, while inadequate, will at least give 
the correct diagnosis and allow proper radical 
surgery to be carried out at an early date. If 
there is clinical evidence of activity the lesion 
should be considered malignant. A wide excision, 
taking the underlying fascia, is done and im- 
mediate frozen section studies are carried out. If 
the histological diagnosis is confirmatory, radical 
block dissection of the adjacent node stations is 
done immediately. The policy of letting sleeping 
dogs lie will never be able to compete success- 
fully with one of intelligent aggressiveness. 

Definitive treatment.—The treatment of the 
pigmented cancers is entirely surgical. Radiation 
treatment, no matter of what type or voltage, has 
no part in the treatment of this disease. Its use 
can only result in the delay of proper treatment 
without being able to influence the rate of 
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growth to any appreciable extent. The type of 
surgery will depend largely on the site of lesion. 
If it is adjacent to its regional lymph nodes, a 
wide deep local excision, with removal of the 
regional nodes en bloc, is indicated. In any 
excision worthy of the name, skin grafting or 
some other plastic procedure is necessary to close 
the defect. If the lesion is in a site which makes 
the removal of all the intervening lymph channels 
impossible, wide local excision is carried out 
with a radical block dissection of the lymph node 
area. This should be done at the same sitting. 
Pack*® suggests that the node dissection be de- 
layed two weeks in order to give any tumour 
emboli trapped in the intervening lymphatics 
time to migrate to the nodes and so be removed 
rather than appear as cutaneous secondaries. 

The difficulty in accepting this policy of treat- 
ment is that we do not know whether tumour 
cells already present in the nodes will wait this 
two weeks before venturing further afield. Local 
recurrences can be eradicated, but widespread 
dissemination is hopeless. Lesions situated in the 
midline of the face, chest, and abdomen may 
make bilateral dissection impractical. Subungual 
lesions and lesions of the forefoot or digits are 
treated by amputation and radical node dissec- 
tion. 

While the keynote to improved results is radi- 
cal surgery, this is not called for in lesions 
appearing before puberty. It is important that 
before extensive and sometimes mutilating sur- 
gery is carried out, every attempt is made to 
rule out the presence of distant secondary de- 
posits. Routine chest films must always be done. 
It has been recently shown that 10% of advanced 
lesions show bone metastases. These may often 
be demonstrated by a routine x-ray survey of 
the skeleton or bone marrow aspiration.’ The 
presence of melanin in the urine as shown by 
the simple ferric chloride test is often indicative 
of widespread metastases. Its presence in the 
urine without corroborative evidence of meta- 
stases is not sufficient to deny treatment to an 
otherwise curable lesion. 


RESULTS 


While the present treatment principles of this 
clinic are essentially those outlined, during the 
greater part of the period under observation such 
was not the case. Local excision, preceded or 
followed by x-radiation, was often the treatment 
given. The results then must indicate those ob- 
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tainable by local excisional surgery and must of 
necessity depend on the relative frequency ot 
early local lesions as compared to Stage II and 
III lesions. 














TABLE II. 
RESULTS OF TREATMENT 

Number of cases 1932 - 1947................004-. 73 
Alive without disease at 5 years..................-- 21 
Alive 5 years cancer present..................000- 3 
RN ON i i656 eg FB wad iowe Raeete wes 2 
SS I Dy wp) ik « ORs Otte eek 2 
Died of cancer within 5 years....................- 45 
PCATINONT MUOCOBRES 055 sig A Re Bs 21 29% 
Treatment ‘failures... ..0:....:.....5-. 52 71% 





In order to assess truly the value of any form 
of cancer therapy, after a given period of ob- 
servation, every case must be categorized either 
as a treatment success or a treatment failure.’ 
Treatment failures include the following: (1) 
those dying of cancer before the expiration of 
the period of observation; (2) those lost to follow- 
up; (3) those dying of other causes before the 
expiration of the period of observation; (4) those 
alive at the end of the period of observation but 
who have still cancer demonstrable; (5) those 
having recurrences during the period of observa- 
tion which are controlled by subsequent treat- 
ment. 














TABLE III. 
Cure Rate BY STAGES 
StageI Stage II Stage III 

Alive and well........ 19 2 0 
Alive with disease at 5 

eo nik sy 2 1 0 
Died of disease....... 19 16 10 
Lost to follow up...... 1 1 0 
Died other causes. .... 2 0 0 
| ERO ee gh 43 20 10 
Percentage surviva! by 

WINGS oo 555.048 44% 10% 0% 





Treatment successes include only those pa- 
tients who are alive without evidence of cancer 
at the end of the period of. observation. No case 
may be excluded because it was too advanced 
for treatment when first seen. It is only by ad- 
hering strictly to these principles that results of 
various series are comparable. 

Following the principles enunciated, a study 
of Table II will show a treatment success of 29% 
of 73 cases. This is a surprisingly good figure 
when we keep in mind that in the early part of 
the period, radiation and local excision were the 
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mainstays of treatment. As mentioned before, the 
reason is that 43 out of the 73 cases were local 
Stage I lesions with a cure rate of 44% (Table 
III) while only 20 cases are found in the Stage II 
class with a cure rate of 10%. Ten cases in Stage 
III had no five year survivals. 

It is interesting to note that one Stage I case 
considered in Table II to be a treatment failure 
in that cancer was present at the end of five 
years was subsequently treated and is alive and 
cancer-free ten years after the initial treatment. 

There were only two patients in the Stage II 
group who survived five years. One had three 
local and nodal recurrences during the first 18 
months, but is well at the end of a ten year 
period. Both of these people were treated by 
radical surgery. 
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CONCLUSION 


1. In 78 cases of malignant melanoma the five 
year cure rate was 29%. 

2. Certain pigmented nevi should be removed 
prophylactically. 

3. Early radical surgery is the treatment of 
choice. ; 

4, Early case finding is important in improving 
our cure rate. 
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THE DIURNAL CYCLE IN BLOOD 
EOSINOPHILS AND BODY 
TEMPERATURE* 


A Study in Chronic Schizophrenic 
and Non-Psychotic Groups 


G. E. HOBBS, M.D., 
E. S. GODDARD, M.D. and 
J. A. F. STEVENSON, M.D., London, Ont. 


WITH THE RECENT EMPHASIS on the study of the 
adrenocortical function in schizophrenia’ * * * 
the eosinophil response test’® has become increas- 
ingly popular as an index of adrenocortical func- 
tion due primarily to its simplicity and sensitivity. 

Reports on the status of the adrenocortical 
function in the psychoses have been contra- 
dictory.' ? * ®§ Certain variables, such as duration 
of illness,? which may partly explain these differ- 
ences have been identified. One variable which 
has received little attention is the presence of a 
daily cycle* of appreciable magnitude in the level 
of the circulating eosinophils. This cycle has been 
observed not only in the eosinophils® ‘'? but 
also in other indices of adrenocortical functions 
such as lymphocytes® and the urinary ketoster- 
oids.° 


*This study was initiated with support from National 
Health Grants and completed 

Department of Veterans’ Affairs. 
From the Department of Veterans’ Affairs and the Faculty 
of Medicine, 


with support from the 


e University of Western Ontario. 


‘ 





As part of a study of the adrenocortical func- 
tion in schizophrenia, using the eosinophil re- 
sponse as an index, it was decided that the 
magnitude and character of this daily cycle 
should be examined: (1) to confirm its existence 
and elucidate its characteristics in normal adult 
males, and (2) to determine if schizophrenics 
show significant variation from normals in this 
presumptive index of spontaneous diurnal 
adrenocortical activity. 


METHODS 


Eleven chronic male schizophrenic patients with a 
mean duration of psychosis of 14.8 + 3.9 years and with 
a mean age of 42.4 + 4.7 years were studied. With one 
exception, the period of hospitalization exceeded four 
years. The schizophrenics were representative of the 
chronic, slightly flattened, locked-ward type of patient, 
and were selected randomly. These patients had all re- 
ceived extensive and repeated courses of electroshock and 
insulin coma therapy, but not immediately preceding or 
during the period of study. Observations were made 
initially from January to March 1951 and were repeated 
in June of the same year in 10 of the 11 original patients 
still available. This procedure was adopted to test the 
stability of the temperature and eosinophil cycles from 
one season to another. 

Two groups of non-psychotic’males were studied con- 
currently. The first group, used during the winter study, 
consisted of 11 medical and graduate students with a 
mean age of 27.4 + 1.2 years. It was recognized that 
they did not provide an entirely satisfactory control group 
since they differed in age and activity, but no other more 
comparable normals were available at that time. The 
second control group, used during the summer study, 
consisted of twelve orderlies with a mean age of 39.1 
+ 3.0 years. Since these men were employed in the same 
psychiatric hospital where the patients were under treat- 
ment, they were more closely comparable to the psy- 
chotics in diet and daily activity, as well as in age. 
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Body temperature and blood eosinophil levels were 
determined for a consecutive period of 28 hours beginning 
at 8.00 a.m. The readings were taken at hourly intervals 
for the first 4 hours and every 4 hours for the remainder 
of the period. The body temperature of the psychotics 
and orderlies was determined by inserting a standard 
rectal thermometer for 3 minutes; oral readings were 
used for the medical and graduate students. The same 
thermometer was used for all observations on the one 
individual. 

The blood for the eosinophil count was obtained from 
the finger offered by the subject, as any attempt to select 
a given finger was resisted by the patient. The blood was 
drawn to the 0.5 mark on the standard white-blood-cell 
counting pipette and was then diluted with a fluid con- 
taining 5 3 of 2% eosin and 5 ml. of acetone made up 
to 100 ml. with distilled water.1* The pipettes were 
shaken immediately in an automatic shaker for one 
minute. Two pipettes were used for each observation and 
two individual Levy chambers were counted for each 
pipette. The final count therefore consisted of the ——e 
of four chambers and is expressed as the number of cells 
per c.mm. of blood. 

Statistical analyses were carried out by standard 
methods.14 


RESULTS 


All individuals and groups studied showed a 
diurnal cycle in the level of circulating eosino- 
phils. In the individual records, there was con- 
siderable variation in the magnitude of the daily 
cycle and a small proportion, particularly in the 
student control group, failed to show the smooth 
transition from minimum to maximum reading 
so closely evident in the total group data. This 
was probably due to inherent error and/or un- 
recognized stress. The daily cycle of the mean 
values of the total group studied is evident in 
Fig. 1 where all individual values as well as 
group means are shown by 4-hourly intervals. 
The mean values show a gradual rise from the 
low point at noon (146 + 13.3) to the maximum 
values either at midnight (241 + 15.2) or between 
then and 4.00 a.m. On reaching the highest level 
the counts again show an orderly decline until 
the low point at noon is again reached. During 
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Fig. 2 
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the resting hours the individual values are dis- 
tributed more or less in a normal fashion above 
and below the mean values. During the active 
hours, however, the distribution of the individual 
values shows the largest number grouped below 
the mean, probably the result of the inapparent — 
stress contained in the daily activity. 

The magnitude of this daily cycle in the level 
of circulating eosinophils is more clearly appre- 
ciated when the group mean values at each 4- 
hour period are expressed, in relative terms, as 
percent of the total 24-hour group mean. These 
show that the daily cycle has a total variation 
with a magnitude of 50% about the mean values 
for the whole 24-hour period extending from a 
low point of -31.0% at noon to +-18.8% at mid- 
night. (Fig. 2 which gives findings for the first 
run on psychotics shows slightly greater mean 
variation than the total group.) No significant 
difference was found between the patterns of the 
eosinophil cycle in the psychotics and the control 
groups studied. 

There is a marked similarity in the daily cycle 
in the same patients studied 3 to 6 months apart. 
The level of the individual count at the same 
hour of the day or night, at these two periods 
shows a high correlation of r = 0.84. This rela- 
tionship is shown in Fig. 3. 

The classical cycle in body temperature, with 
the peak in the afternoon and the low point in 
the early morning hours is observed in all groups. 
This cycle is almost the exact reciprocal of that 
of the blood eosinophils. The relationship, using 
the first run on the psychotics as an example, is 
shown in Fig. 2. Although there is no statistically 
significant difference between the psychotic and 
the normal groups, the former show a tendency 
to decreased magnitude of daily swing with a 
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Fig. 1.—Absolute eosinophil counts, 4-hourly intervals, psychotics and normals. Fig. 2.—Mean 
rectal temperature; and mean blood eosinophil levels as percentage of 24-hour mean (psychotics, 
first run). Fig. 3.—Correlation diagram of eosinophil counts several months apart. Each dot 
represents an individual’s count at one hour of day in winter as plotted against his court 


for the same hour in summer (10 psychotic patients). 
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mean day-night difference of only 0.4° F. com- 
pared with 1.1° F. in the orderlies, as noted in a 
previous study on temperature regulation.* 


DISCUSSION 


The observation of a regular diurnal cycle in 
the level of circulating eosinophils previously 
reported’? is in agreement with that of Rud"? 
and Halberg et al.® Except for minor differences 
there is general agreement not only on the 
presence of the cycle, but also on its variation in 
time and the general magnitude of its change. 
The low point occurs about noon and the high 
probably shortly after midnight. The magnitude 
of the daily variation consistently comes to ap- 
proximately 50%, whether calculated in terms 
of a morning reading as by Rud, or of the 24- 
hour mean as by Halberg et al. and us. 

The diurnal variation in the level of circulating 
eosinophils appears to be inversely proportional 
to, and produced by, the diurnal variation in 
adrenocortical activity. This conclusion is sup- 
ported by the decrease in eosinophil level follow- 
ing the administration of ACTH or cortisone," 
the presence of similar or reciprocal daily 
cycles in other indices of adrenocortical activity, 
e.g., 17-ketosteroids’ and lymphocytes,®> and the 
absence of a diurnal cycle in Addison’s disease.° 
Thus the diurnal cycle of adrenocortical activity 
appears to be directly in phase with that of the 
body temperature. Whether or not these latter 
are reflections of a more fundamental process, or 
are interdependent is not known. Both reflect the 
usual daily rhythm of general body activity. They 
are, if not innate, deeply ingrained. 

As pointed out by Best and Samter* the spon- 
taneous drop in eosinophils which occurs in the 
morning hours may be a source of error when 
this test is being used as a subtle measure of 
adrenocortical response to some specific stimulus. 

No statistically significant difference was found 
in the eosinophil cycle between the patients and 
control groups studied. 

The temperature cycle, showing the well 
known diurnal pattern, is not significantly 
different in the psychotic and non-psychotic 
groups used in this study. The only psychotics 


available to us for this investigation were, with - 


one exception, chronic institutionalized patients. 
We have previously observed‘ that this type of 
patient does not show the pronounced difference 
from the normal in temperature cycle that the 
new acute schizophrenic does, although it ap- 
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pears a small but significant difference may be 
demonstrated if large groups are studied. 

The level of circulating eosinophils appears to 
be relatively stable at the same hour of day in 
the psychotic individual over a period of 3 to 6 
months. Since it has been reported* that “when 
these psychoses are of long duration, the 
(eosinophil) counts are less likely to be low”, this 
stability may not be apparent over a longer 
period of time. These hospital patients lead an 
orderly, protected life with little external stress 
and such stability might not be nearly as ap- 
parent in non-psychotic individuals who are sub- 
jected to greater day-to-day stress of various 


types. 


SUMMARY 


1. The presence of a diurnal cycle in the level 
of circulating eosinophils has been confirmed. 

2. The lowest point of the cycle is at noon and 
the highest point between midnight and 4.00 
a.m. 

3. The average variation in eosinophil level 
during a 24-hour period is approximately 50% 
of the 24-hour mean level. 

4. The accepted relationship between eosino- 
phil level and adrenocortical activity indicates 
that the latter is greatest during the daytime. 

5. The diurnal variation in body temperature 
is inversely related to that of the eosinophils and 
is thus in phase with adrenocortical activity. 

6. No significant difference is observed be- 
tween the eosinophil and temperature cycles of 
the schizophrenic patients studied and those of 
the non-psychotic controls. 


7. This last observation may be related to the 
fact that with one exception the patients were 
chronic psychotics who had been in hospital a 
long time. 


8. The magnitude of the daily cycle of blood 
eosinophils in these chronic schizophrenic pa- 
tients gives no evidence that adrenocortical 
function is impaired in chronic schizophrenia. 


Technical work on this study was carried out by Miss 
Kaarina Ronni, 
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INDIAN AND ESKIMO 
DIPHYLLOBOTHRIASIS* 


ROBERT W. WOLFGANG, Ph.D..,t 
Ste. Anne de Bellevue, Que. 


PRESENT KNOWLEDGE concerning the endemic 
infections of indigenous peoples with the North 
American form of the fish tapeworm is based 
on physicians’ reports of cases with a suspected 
complication (for example, anzemia) or in con- 
nection with treatment. A concerted effort to 
sample Indian and Eskimo communities has not 
been made, although Wardle,* in reviewing fish 
tapeworms, suggested that the most important 
source of information concerning endemic infec- 
tion with the worm might be obtained by an 
examination of these peoples. Brown et al.’ re- 
ported Diphyllobothrium eggs in 32 of 97 per- 
sons examined at Iglioolik, N.W.T., and Schiller’ 
reported that Diphyllobothrium occurred in man 
in the Kuskakwin River area of Alaska. Cameron’ 
reviewing the status of fish-carried parasites in- 
fecting man and game in Canada says: 


“What we have identified as D. latum is the most 
common tapeworm encountered in man in_ eastern 
Canada. It is frequent in dogs and has also been found in 
foxes, cats and bears. In man and bears, most eggs re- 
covered from the feces are fertile, whereas in the dog, 
a large proportion is sterile. This is at variance with the 
European experience, and lends weight to Wardle and 
McColl’s thesis that the North American form is not 
identical with the true D. latum of Europe. It is quite 
possible that it is an indigenous parasite of brown bears, 
which has subsequently ecome more common in other 
carnivores and in man.” 


MATERIALS AND METHODS 


Representative patients were selected from_as wide 
a geographical area as the hospital rosters would provide. 
Pint cardboard sealers were supplied by the Institute of 
Parasitology for the purpose of collecting feces. These 


*This investigation was supported (in part) by a research 
grant (No. E-395) from the National Microbiological 
Institute of the National Institutes of Health, Public 
Health Service, Washington, D.C., and through the co- 


operation of the Laboratory of Hygiene and Indian Health 
Services of the Department of National Health and Wel- 
fare, Ottawa. 

+Research Assistant, Institute of Parasitology, McGill Uni- 
versity, Macdonald College, Que. 





containers are similar to those used for packaging frozen 
foods and ice cream; they have a cylindrical body and 
a closefitting lid the rim of which acts as a collar around 
the top of the carton. The patient’s name, his home 
address or reservation, and age were written on the top 
of the lid as the sample was collected. 

The faeces were prepared for examination in two ways: 
concentration by centrifugation of an aliquot of the 
suspended faeces and by sedimentation in urinary sample 
bottles. Microscopic examination of three samples of the 
stool was used as a basis for diagnosis. 

Since these methods were .generally inefficient for the 
determination of protozoa and pinworms no reference will 
be made to the extent to which these parasites may have 
been present in the patients examined, although they 
were recorded when found. Further, the majority of the 
patients had been hospitalized for some time (the length 
of time in hospital varied from one day to several years) 
and the effects of hospital sanitation on parasites that 
depend on repeated contamination for this survival (that 
is, pinworm and some protozoa) would almost certainly 
have caused them to disappear even if present initially. 


RESULTS 


Moose Factory Indian Hospital, Moosonee, 
Ontario.—This hospital provides medical service 
to an area extending from James Bay north to 
Port Harrison on the eastern shore of James Bay 
and on the west to Fort Severn and York 
Factory on the southern shore of Hudson’s Bay. 
At this hospital 105 patients were examined. The 
stools of ten patients contained eggs of the fish 
tapeworm. 

The geographical distribution of the positive 
patients is as follows: Quebec: 5 cases from Port 
Harrison, 1 case from Cape Smith, 2 cases from 
Great Whale (all Eskimos), 1 case (an Indian) 
from Rupert’s House. Ontario: 1 case (an In- 
dian) from Old Factory. Only two of these 
patients showed symptoms which might be as- 
sociated with an alimentary parasite, namely, 
digestive disorders with cramps and nausea. ' 
These symptoms disappeared within a day of 
the institution of worm treatment. ; 

Charles Camsell Indian Hospital, Edmonton, 
Alta.—This is the largest Indian Health Services 
hospital in Canada. It provides specialized medi- 
cal and surgical treatment for all areas but jis 
concerned primarily with patients from north- 
west British Columbia, Alberta, the Northwest 
Territories, and the Canadian north Pacific 
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islands. One hundred and twenty patients were 
examined at this hospital. One patient (an 
Eskimo) from Spence Bay, Keewatin District, 
N.W.T. was found to harbour a fish tapeworm. 

Brandon, Manitoba, Provincial Indian Sana- 
torium, Brandon, Man.—This hospital provides 
medical service for the province of Manitoba as 
well as specialized surgical service for patients 
from western Ontario. It had excellent records 
on the incidence of parasitic infections in all 
patients entering the hospital for the period of 
one year previous to the author's visit. These 
records showed that 27 patients had been found 
positive. for fish tapeworm out of about 600 
examined. As the Superintendent was kind 
enough to allow the writer to record these data, 
they are given here, as follows: Manitoba: 2 
cases from Norway House and Caribou Lake, 
1 case each from York Factory, Martin Falls, 
Lac la Hache, God’s Lake, Baren Lake, Pine 
Creek, and Little Grande Rapids. Ontario: 2 
cases each from Island Lake, and Osenaburgh, 
1 case from Deer Lake, 4 from Trout Lake, and 
8 from Fort Hope. The positive patients at this 
hospital were Indians. 

An interesting observation was made from the 
records which showed that positive patients 
seemed to come from families of the same name. 
For instance, both at this hospital and at the 
Sioux Lookout Hospital (the territory of which 
overlaps that of the Brandon Sanatorium) the 
Indian family, Moonias’s or Monias’s were almost 
always infected when they appeared at the 
hospital. 

Sioux Lookout Indian Hospital, Sioux Lookout, 
Ont.—This hospital provides medical service for 
patients throughout western and _ northern 
Ontario and borders in its jurisdiction on services 
provided by the Brandon Sanatorium and the 
Moose Factory Hospital. Ninety-three patients 
were examined, 8 (all Indians) of whom were 
positive for the fish tapeworm. Five of the posi- 
tive patients came from Fort Hope, Ont., 1 from 
Trout Lake; Ont., 1 from Deer Lake, Ont., and 
1 from Caribou Lake, Ont. 

Although this hospital was unable at the 
time to provide definite locations for all its 
cases, a tabulation extending over an eight-month 
period had been made of positive cases of 
diphyllobothriasis. Of 414 patients examined, 
61 were positive. The largest concentrations oc- 
curred at Lansdowne House with 14 cases and 
at Trout Lake, with 9 cases; all were Indians. 
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The Quebec Immigration Hospital, Quebec, 
Que.—This hospital provides medical service for 
Indians and Eskimos of the province of Quebec 
as well as treatment and quarantine for immi- 
grants to Canada. This portion of the survey was 
conducted by Mr. G. A. Schad of this Institute, 
who examined 108 patients, three of whom were 
positive for fish tapeworm. One of these, an 
Eskimo,* came from Fort Chimo, Que., another, 
an Indian, came from Mingan, Que., and the 
third, also an Indian, from Mistassini, Que. 

A breakdown of the results by race and sex.— 
Fifty patients were found positive for fish tape- 
worm. Of these, 9 were Eskimos and 41 were 
Indians. The following table shows the age and 
sex incidence: 








TABLE I. 
Age-years Males Females 
Eskimos 

PSRGNAMMRS os ices SEIS ane Telit grat 2 0 
er RAD act) ae = chee GA hs oe ge 2 0 
RR ee Os ick Fu wc Lak 1 2 
Rs es ae awe eee Oe 2 0 
Indians 

WANES osc ak bea Oita baie 1 0 
Eee os i he eis ee 10 6 
Be Ws oe ee fo date Loe 12 5 
TU ens og UA ee Pe 4 2 
Be IMINO i ee Oe Soe: 1 2 





These figures are based on cases for which 
complete records were available. No claim can 
be made as to the accuracy in sampling as this 
was not a field project but a study based on cases 
available in the various hospitals visited. From 
a perusal of the rosters it was evident that there 
was a marked inequality in representation of the 
various age groups and geographical areas 
represented in this survey. 

The data indicate that over two-thirds of the 
positive patients were males although about 
equal numbers of each sex were examined. The 
majority of patients infected were between 
eleven and thirty years of age. 


DIsCUSSION 


Cameron et al.,> reviewing the helminths of 
sledge dogs, gave the distribution of the fish 
tapeworm in a map accompanying their paper. 
With the kind permission of the authors, this 
information is added to the human cases shown 








*It cannot be stated with certaint 
patient became infected in Fort 


that the Fort Chimo 
himo as he had spent 


some time as far south as Lake St. John. 
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in Fig. 1. Prof. Cameron‘ records D. latum from 
a bear in the Queen Charlotte Islands, B.C., and 
from domestic foxes in the Island of Orleans, 
Que. Fig. 1 shows the distribution of D. latum 
based on identification of helminths or eggs from 
a variety of hosts. It is interesting to note that all 
Provinces except the Maritime Provinces show 
an endemic focus of this parasite. 

The main features of the life cycle of the fish 
tapeworm have been covered adequately in 
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plerocercoids of the fish tapeworm obtained 
from Manitoba and Minnesota fish, and that 85% 
of the eggs resulting from these infections 
hatched and were able to infect Diaptomus spp. 
(the crustacean intermediate host). Thus, until 
further information is available concerning 
canine hosts in nature, we must regard the dog 
as a possible host in the perpetuation of the 
disease. 

The most northern infections (those from the 
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Fig. 1 


several texts on medical parasitology and the 
life cycle of the worm in Canada has been dealt 
with extensively by Wardle.’ It was impossible 
in this survey to determine anything about the 
blood picture in relation to infection because 
almost every patient was either recovering from 
or had had tuberculosis. 

The epidemiology of the fish tapeworm in 
Canada and Alaska is not well understood. 
Wardle® believes that its incidence in Canada is 
coexistent with indigenous infection in the brown 
bear (Ursus americanus). The importance of 
other carnivorous hosts, especially the dog, has 
been discussed by Essex and Magath’® who re- 
ported that only 0.96% of the eggs passed by 
worms in the dog were fertile whereas 79% of 
those passed by humans were fertile. Recently, 


however, Ferguson® working with 25 dogs, 


found that he was able to infect 21 of them with 


Northwest Territories and northern provincial 
Canada) are the least well studied. Field doc- 
tors and nurses report that the species of fish 
available to natives of this region were limited 
mainly to the charr. What the source of infection 
for the charr may be is unknown, although it is 
a migratory fish which extends south into lakes 
inhabited by Diaptomus species. That the marine 
animals reported as carrying the fish tapeworm 
(the walrus, seal and whale) contribute to the 
continuation of the life cycle is unlikely as no 
marine crustacean is known to become infected 
by eating larve hatched from the eggs. Rausch’ 
reports that he was able to.infect a wide range 
of definitive hosts with the worm including sea- 
gulls, carnivores and man. He believes that only 
one species of fish tapeworm is present in his 
infections. 

The above discussion serves to indicate the 
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degree of confusion and uncertainty connected 
with the status of the fish tapeworm on this 
continent, Furthermore, Wardle and McColl?° 
reviewing fish tapeworm material from Europe 
and North America believed the latter to be a 
separate species from the classic European. form. 
Wardle et al."' removed the fish tapeworm and 
its allies from the genus Diphyllobothrium and 
placed it in the genus Dibothriocephalus Liihe, 
1899, If this is accepted, the word “diphyllobo- 
thriasis’-—which is a term of long standing in 
medical literature—will be a misnomer; it is, 
however, used in this paper for reasons of pre- 
cedence and in order to avoid further confusion. 

The writer is of the opinion that our knowl- 
edge of this common and possibly important 
helminth could be extended very considerably 
if the following suggestions were followed: 


1. If routine examinations of faeces for animal para- 
sites were made by hospitals treating Indian and Eskimo 
patients. ; 

2. If permanent records were kept of positive cases 
and an annual inventory made in order to locate en- 
demic areas and to help in the establishment of control 
measures where necessary and feasible. 


3. If a systematic survey of Indians and Eskimos could 
be made in the field in order to establish what parasites, 
including the fish tapeworm, are present. 


THE USE OF LOCAL ANAESTHETIC 
WITH A TOURNIQUET IN 
SURGERY OF THE HAND 


ARTHUR C. WALSH, M.D., Vancouver 


THERE ARE MANY operations on the hand which 
may be done under local anesthetic, at the 
same time using a tourniquet to give a clear field 
for more exact surgery. The use of local anzs- 
thetic is well accepted, also the use of the tourni- 
quet, but the advantage of combining the two 
does not seem to be widely appreciated. There 
is an ‘excellent description of the method by 
Bunnell’ to which the reader is referred. There 
is nothing original in the present paper but it is 
an attempt to correlate the known facts on the 
subject and to indicate some of the situations 
in which the technique may be used to ad- 
vantage. I have used it myself many times and 
have seen it used many more times and I am 
completely convinced of its value. 
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4. If an investigation could be undertaken of the bi- 
ology and ecology of endemic areas of infection in order 
to determine the possible inter-relationships of the various 
infections both to drainage systems and to‘the movements 
of terrestrial hosts. 


This survey was made during the months of February 
and March, 1953. It covered Indian and Eskimo patients 
in hospitals of the Indian Health Services of the Depart- 
ment of National Health and Welfare across Canada. The 
investigation was made possible by the co-operation of 
Dr. Percy E. Moore, Director, Indian Health Services 
and Mr. James Gibbard, Chief of the Laboratory of 
Hygiene, Department of National Health and Welfare. 
The author also wishes to acknowledge the co-operation 
received from the Superintendents and staffs of the 
hospitals visited. 
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UsEs 


One of the commonest uses is the acute 
injury. Many will themselves have used local 
anzesthetic in such cases already, though possibly 
not combined with a tourniquet. The important 
thing is not to pick too extensive cases and run 
out of tourniquet and anesthetic time, ¢.g., 
extensor tendon repair is easily done under local 
in many cases. 

Very frequently met with are infections of the 
fingers and hand, but here the use of local anzs- 
thetic has been long condemned for no apparent 
proved reason. Now there are many advocating 
its use. Southworth and Hingson? claim there is 
no danger in the use of local block proximal to 
the infected area. Bailey* and Pilcher* * recom- 
mend. it as the anesthetic of choice, the latter 
stating that “for simplicity and single-handed 
work, local anzsthetic is recommended for all 
cases.” Clarkson® states that they have used 1,000 
ring blocks in the finger for distal infections with 
no harm. In infected cases, the arm should be 
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drained of blood by elevating for three minutes 
rather than by stripping. 

Less common and less controversial and easily 
done under local with tourniquet are: trigger 
finger, removal of foreign bodies, amputation of 
finger or revision of stumps, De Quervains, 
ganglions, even excision of Dupuytren’s fascia. 


THE TOURNIQUET 


The value of the tourniquet is unquestioned. 
It allows a clear view of structures and 
eliminates the trauma of repeated sponging. 
Many, however, automatically and unthinkingly, 
reject its use with local anesthetic as being too 
painful. No preoperative sedation is required 
for periods of less than 15 to 20 minutes but for 
longer periods morphine and a barbiturate are 
advisable and the tourniquet may be on for an 
hour without unbearable pain. After removal of 
the tourniquet one has 15 to 20 minutes of anes- 
thetic time left to suture the wound. Ten minutes 
of tourniquet time may be saved by first prepar- 
ing the arm, covering it with a sterile stockinette 
or towel and stripping it with a sterile crepe or 
rubber bandage. Even more time may be saved 
by doing the nerve block before stripping and 
inflating the tourniquet. It would be better to use 
general anzesthesia in nervous or loquacious pa- 
tients. 

The best type of tourniquet is the pneumatic 
one with a canvas cover, inflated to 514 lb. for 
adults. It will do no damage, as an Esmarch 
bandage might, if left on no more than 114 hours. 
An ordinary blood pressure cuff may be used, 
bandaged over with gauze to prevent bulging. A 
tongue depressor between the cuff and the 
gauze allows the latter to be cut without danger 
to the cuff. It should be inflated to 250-800 mm. 
mercury and the tubes clamped with rubber- 
covered forceps. Once the clamp is on, the gauge 
reading no longer means anything. When the 
tourniquet is no longer required it should be 
completely removed from the arm to avoid 
bleeding from venous obstruction. 

Tourniquets around the base of the finger are 
probably best avoided in view of reported cases 
of gangrene, as damage to the digital vessels may 
occur. A rubber tube, such as a catheter, would 
be less likely to do harm than an elastic band. 

Advantages of local anzsthetic—These are 
well known: (1) The avoidance of the occasional 
serious complications of the general anzesthetic 
or the possibility of pneumothorax from brachial 
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block. (2) Earlier treatment is possible, as it 
does not matter when the patient has eaten or 
whether or not an anesthetist is available. (3) 
Voluntary motor power is present which may 
help in some cases. 

Solutions for local anzsthesia. — Novocaine is 
the most popular solution, It is used in 1% 
strength for local infiltration (the weaker 
strength causing less reaction in the tissues ) and 
2% for nerve blocks. Adrenalin is added to pro- 
long the action from 20 minutes up to 1 to 14% 
hours. The anesthetic solution is held in the 
tissues by the tourniquet and anesthesia will 
last for 20 minutes or more after the tourniquet 
is removed, thus allowing plenty of time for 
wound closure. 

Adrenalin is used in the optimum concentra- 
tion of 1:200,000, according to Pitkin,? obtained 
by adding 0.5 c.c. of 1:1,000 solution of adren- 
alin to 100 c.c. of anesthetic solution. This is 
best measured by a syringe, as drops vary in 
size according to the dropper used. Many com- 
mercial adrenalin and procaine solutions contain 
1:20,000 concentration and should not be used 
in large amounts. 

Xylocaine (Lidocaine) is becoming more 
popular. It acts more quickly, lasts longer and 
cause more motor paralysis. The first probably 
is convenient, the second probably not necessary 
as the tourniquet holds the anzsthetic in the 
tissue anyway. Indeed too prolonged anesthesia 
may lead to a patient’s burning or hurting his 
finger, unknown to him. The third may ‘be a 
disadvantage in some cases. It lasts 1 to 1% 
hours without epinephrine and 2 to 3 hours with 
epinephrine according to Adriani.’ 

Hyaluronidase is being advocated for use with 
local anzsthetic. This, however, leads to quicker 
absorption with shorter duration and _ possibly 


. increased reactions. Eskehoff and Kirby*® found 


that it did not increase the number of successful 
nerve blocks, as apparently the sheath acts as 
a barrier. Since, in the upper extremity, local 
infiltration is done in relatively small areas only, 
there appears to be little advantage in the use 
of hyaluronidase here. 


TECHNIQUE OF INJECTION 


A good technique for blocking a nerve trunk 
is to use a fine hypo needle (25 gauge x 34”). 
Insert it through the skin at a right angle, over 
the nerve trunk, then make a quick short jab 
towards the nerve trunk, after instructing the 
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patient to report any tingling along the course 
of the nerve but not to move his arm. As soon 
as these paresthesias are reported, the needle is 
held perfectly stationary and 1.0 to 2.0 c.c. of 
solution injected directly into the nerve trunk. 
The needle is then withdrawn a little and 2.0 
or 3.0 c.c. injected around the nerve. Now one 
must wait 5 to 10 minutes until anzsthesia ‘takes 
place with full effect. If pareesthesias are elicited, 
and one injects the solution without moving the 
needle, satisfactory anesthesia rarely fails to 
develop. Z 

Sites for nerve block.—A detailed knowledge 
of the area of nerve supply is essential but rela- 
tively simple, and may be found in any anatomy 
book. The whole hand may be anesthetized by 
blocking the median and radial nerves at the 
wrist and the ulnar nerve behind the medial 
humeral condyle. The anterior surface of the 
thumb, index, long and radial half of the ring 
finger are anesthetized by blocking the median 
nerve at the wrist. This also covers the dorsum 
of the distal half of the same digits. The rest of 
the dorsum of these digits is anesthetized by 
blocking the radial nerve at the wrist. The 
anterior aspect of the little and ulnar half of the 
ring finger, and their dorsal surface from the 
middle distally, may be anzsthetized by block- 
ing the ulnar nerve at the wrist. The entire little 
finger and the ulnar half of the ring finger may 
be anesthetized by blocking the ulnar nerve at 
the elbow. 

Ulnar nerve.—Can be felt easily, except in 
obese patients, behind the medial epicondyle of 
the humerus. It can be trapped between the 
finger and thumb and injected just above the 
epicondyle level. It may also be blocked lateral 
to the flexor carpi ulnaris at the proximal wrist 
crease. 

Median nerve.—May best be injected at the 
proximal crease of the wrist where it lies be- 
tween the flexor carpi radialis and the palmaris 
longus tendons. It may be a little medial, even 
lateral to this, requiring a little probing with a 
needle to locate it. 

Radial nerve.—Best anesthetized by infiltrating 
its branches in the subcutaneous tissue on the 
radial side of the lower end of the radius over 
a 114” area. 

There are many other sites at which nerve 
trunks may be blocked, but these are the 
simplest ones, not requiring long experience to 
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get good results, and yet being all that is re- 
quired in most cases. 

Finger blocks.—There is great difference of 
opinion regarding the safety of blocking a 
finger at its base. Some condemn it entirely, 
others condone it with reservations, and still 
others use it as the method of choice. The fear of 
it originated from reported cases of gangrene 
of the finger following its use.» ?°™ It would 
appear from these articles that certain dangers 
must be avoided: the use of adrenalin, too tight 
a tourniquet at the base of the finger, burning 
the finger with hot soaks while it is still numb, 
the use of too large a quantity of solution. Pitkin? 
used 1:200,000 adrenalin concentration with no 
harm. Pilcher* ° used 2% novocaine with rubber 
tube tourniquet in infected fingers with no 
complications. Clarkson® reports the use of 
digital ring blocks in 1,000 infected fingers and 
5,000 primary treatment cases with no complica- 
tions. One gathers from these reports that this 
useful, easy procedure is safe if used correctly. 
The safest method would be: 

(1). Use 2% novocaine 1.0 c.c. on each side 
of the finger, not more distal than the proximal 
segment, and spread the solution by massage 
to prevent pressure. (2) Avoid adrenalin. (3) 
Use a small needle so as not to injure the vessels. 
(4) No hot soaks for 24 hours. (5) Avoid cases 
with impaired circulation, i.e., diabetes, arterio- 
sclerosis, etc. (6) Use arm tourniquet in pref- 
erence; but if a band around the finger is used, 
it should be a soft catheter and not too tight. 
(7) If there is severe postoperative pain, the 
patient should report for treatment right away. 
(&) Bandage should not be applied too tightly. 

If these rules are adhered to, there is not likely 
to be much trouble. 


SUMMARY 


A description of the advantages and tech- 
nique of the use of local anzsthesia in comjunc- 
tion with a tourniquet has been presented. 
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TREATMENT OF TESTICULAR 
TUMOURS BY RADIOTHERAPY* 


R. G. MOFFAT, M.D., D.M.R.E.,t Vancouver 


A piscussion of the radiation treatment of ma- 
lignant disease of the testicle must include 
consideration of the pathological and surgical 
aspects of the disease. 

According to Dean, malignancy of the testicle 
constitutes 4% of genito-urinary neoplasms, 2% 
of all malignancies in males and 1% of all neo- 
plasms in both sexes. 

It is a general vihidmici observation that 
if an organ is ectopic it is more prone to neo- 
plasia than when it is in its normal physiological 
site. Hence a cryptorchid has 20 to 45 times the 
chance of becoming malignant than one 
normally descended, as shown by Hinman, Dean 
and others. Ironically enough in our two crypt- 
orchid cases it was the opposite normally de- 
scended testicle that developed malignancy. In 
some series as many as 15% of the tumours are 
in maldescended organs, although failure of 
descent is not found in a ratio greater than 1 in 
250 males. Recently statistics have been adduced 
by Hamilton and Gilbert to show that with one 
malignant testicle, an individual has one hundred 
times greater chance of the second testicle be- 
coming malignant than would be explained by 
chance. Haines and Grabstald consider that 
atrophy is as often associated with malignancy 
as is ectopy, and the frequency of atrophy in the 
population is as great as that of ectopy. 

A direct precipitating influence by trauma has 
never been proved. It seems more reasonable to 
suppose that the much heavier neoplastic organ 
is more subject to trauma because of size, de- 
pendency and impaired ability to retract, and 
also that trauma would first draw the attention 
of the patient to a previously painless enlarged 
organ. 

The recent report of Magner and Bryant on 
cases in infants, together with the inclusion of 
cases who have passed the “three score and ten” 
in any sizable series of cases indicates that no 
male is immune. The bulk of the cases will be 
encountered between twenty and forty years of 
age, with seminomas having a higher incidence 
after thirty and teratomas before that age. 


*Read at the 86th Annual Meeting of the Canadian Medi- 
eal Association, June 17, 1953, Winnipeg. 


tAssociate Director, British Columbia Cancer Institute. 
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The histological classifications of malignant 
tumours of the testes have been known for their 
multiplicity and their ability to confuse. Moore 
and Friedman, after a careful study of 922 cases 
collected from the U.S. armed forces during 
World War II provide a classification which in 
the words of Dean is “simple and adequate’, and 
is now widely quoted in America. 


1. Seminoma. 

2. Embryonal carcinoma—including choriocarcinoma as 
a subgroup. 

3. Teratoma and teratocarcinoma. 

4. Rare miscellaneous types including interstitial cell 
tumours and sarcoma arising from stromal elements. 


Much of the previous confusion is clarified by 
their demonstration that often individual 
tumours are composed of more than one of the 
above three main types. For example 5% of 
seminomas show teratomatous and embryonal 
carcinomatous elements. Teratocarcinoma may 
show areas characteristic of embryonal carci- 
noma in up to 12% of cases. Metastases may 
show elements that were not present in the sec- 
tions obtained from the primary. These authors 
also state that metastases from~so-called adult 
teratomas are quite as likely to show malignant 
invasion as those from frank teratocarcinomatous 
primaries. From the practical point of view of 
the radiotherapist, this would suggest that if a 
recurrent secondary growth from a seminoma is 
at all accessible it should be subjected to biopsy, 
in case it may contain elements of a more re- 
sistant type of growth that will require radiation 
of higher dosage than ordinarily used for semi- 
noma to control it. 

The spread of testicular tumours follows cer- 
tain general lines although the foregoing patho- 
logical considerations would lead us to expect 
occasional inconsistencies. The most frequent 
route of spread is by lymphatics, but hzmato- 
genous spread is the rule for chorio-epithelioma 
and is not infrequent with embryonal carcinoma 
and terato-carcinoma in which the hemato- 
genous metastases are the first to appear in a 
third of the cases. In seminomas, hematogenous 
metastases are infrequent except in the late 
stages. Metastases will be present in 14 to 34 of 
all cases on admission. Inguinal metastases occur 
only late in the course of the disease or may 
occur if a biopsy has been done or operation 
not done in an accepted manner. The most fre- 
quently encountered metastasis is in the retro- 
peritoneal para-aortic lymph nodes distal to the 
renal pedicles, reaching this site via lymphatics 
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along the spermatic vessels. The next site usu- 
ally to be detected clinically is the sentinel or 
Virchow’s node behind the inner end of the left 
clavicle; this is seen in seminoma particularly. 
The lungs are apt to show metastases earlier in 
teratocarcinoma and embryonal carcinoma than 
in seminoma. In chorio-ephithelioma lung or 
liver metastases will cause presenting symptoms 
when the primary tumour is too small to be 
detected clinically. This fact should be remem- 
bered in cases of obscure lung lesions in males. 
As the advancing spread of disease runs its 
course in any of these types, the secondaries may 
be found anywhere in the bone marrow or 
parenchymatous organs. 

Clinically the. patient most frequently presents 
with a painless enlarged testicle. Usually the 
enlargement is confined to the body of the 
testicle, which is in contrast to a hydrocele where 
the swelling tends to extend to the base of the 
penis and appears to shorten that organ. 

Although pain is unusual as a presenting symp- 
tom, it may occur in one of three types. The 
first is a dull pain in the suprapubic and groin 
area due to the weight of the enlarged organ. 
This may be relieved by an efficient suspensony. 
Secondly, a retro-peritoneal mass of enlarged 
para-aortic lymph nodes may herald their 
presence by pain in the back and loin which may 
radiate round to the groin and thigh. Lundgren 
described several such cases initially diagnosed 
as acute abdominal emergencies emphasising 
that careful examination of the testicle is an 
important part of investigation in such cases and 
Gordon Taylor mentions similar cases. Thirdly, 
in the rare case, there may be severe or sudden 
pain in the testicle itself when the tumour is of 
unusually rapid growth or is of a type prone 
to hemorrhage. 

A record should be made of the site of the 
lesion, whether the testicle is normally de- 
scended, its size in relation to the opposite organ, 
as well as its configuration and consistency. 
Assessment of the weight is important since, as 
a rule, the density is greater than that in any 
other condition with which it is likely to be 
confused. Whether the cord and epididymis are 
involved and whether there is associated hydro- 
cele and hematocele should be noted as well. 
Any abdominal mass, supraclavicular enlarged 
lymph node or gynecomastia and increase in 
areolar pigmentation should be noted. The usual 
chest x-ray film report, hemoglobin and blood 
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count are also recorded with particular attention 
to sedimentation rate and Kahn. In addition, 
other symptoms should be fully investigated 
since they may indicate the location of meta- 
stases. Careful functional enquiry should not be 
omitted. An intravenous pyelogram should 
always be carried out. 

According to Moore and Twombley, the bio- 
logical test for chronic gonadotropin may be 
positive in cases of tumours with cytotropho- 
blastic elements, particularly in most chorio- 
epitheliomas and in some embryonic carcinomas, 
but is of no practical value prior to orchiectomy 
except for comparison with values recorded 
later. According to Moore and Twombley, after 
orchiectomy the test, if positive, may indicate 
latent metastases not demonstrable by other 
methods. There is recent evidence that the per- . 
sistence of a distinctly high sedimentation rate is 
more reliable in this regard according to Ahlbom 
and others. Our own observations tend to sub- 
stantiate this contention. 

For maximal reliability, a quantitative titration 
is desirable since it has been shown in some 
individuals that a low titre of hormone of pitui- 
tary origin may be demonstrated in the absence 
of metastases. 

The main conditions to consider in the differ- 
ential diagnosis of the primary lesion are hydro- 
cele, particularly of the chronic thick-walled 
type, hzematocele, spermatocele, and inflamma- 
tory epididymo-orchitis. The history and 
character of the swelling and its relation to the 
body of the testis are usually distinctive. Ma- 
lignant disease almost always retains the 
configuration of the testis until an advanced 
stage, since the firm fibrous tunica albuginea is 
relatively impermeable to the growth and rarely 
are the epididymis and spermatic cord involved 
except at an advanced stage unless theres has 
been ill-advised biopsy or aspiration. 

One might mention that the testicle may be 
involved by reticulum cell sarcoma, lympho- 
sarcoma, Hodgkin’s disease and sarcoid as in 
examples in our material. Evidence of these 
generalized diseases is likely to be found else- 
where, but it may be the sole manifestation. A 
gumma of the testicle cannot be distinguished 
from a malignant tumour of the testicle clinically 
but is a great rarity today. Tuberculosis should 
not too readily confuse, as it tends to affect the 
epididymis predominantly: the testicle is tender 
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and the skin over it is hyperemic. Normal hyper- 
trophy of one testicle is extremely rare. 

Finally, if the cause for an enlarged testicle 
cannot be confirmed after the best available con- 
sultation, it must be removed together with the 
pedicle as far as the internal ring. The decision, 
however, is an exceedingly grave one when the 
only remaining testis is involved, as occurred in 
two of our cases. The risk of biopsy or aspira- 
tion is never justified in suspected malignancy as 
if the tunica albuginea is penetrated, fungation 
results with scrotal and inguinal involvement. 

There are still many surgeons who are uncon- 
vinced of the value of irradiation in the treat- 
ment of malignant disease of the testicle. This is 
borne out by the fact that many cases are re- 
ferred for irradiation only when metastasis has 
occurred. According to Boden, Prosser and 
others, examination of a large series of cases 
irradiated will demonstrate that there are almost 
twice as many five-year survivals among cases 
receiving immediate postoperative prophylactic 
irradiation as among cases that did not re- 
ceive radiation at once. Presence of metastases, 
however, should not be a deterrent to the use of 
irradiation. Cases that have received irradiation 
with metastases evident clinically show a 15 to 
25% five-year survival and in case of seminoma 
this may be as high as 40%. 

Dissection of intra-abdominal retroperitoneal 
lymph nodes is not a new form of treatment but 
its value has not yet been entirely substantiated. 
Chevassu advocated it in his monograph on 
malignant testicular tumours at the beginning of 
the century and Hinman again brought it into 
prominence in America in the early thirties. 
Gordon Taylor and other British surgeons had 
advocated it between these periods. Hinman was 
only able to achieve a 17% five-year survival in 
the cases chosen and its recent advocates, Kim- 
brough and Lewis and Cahill have vitiated their 
results by the addition of heavy dosage deep 
x-ray therapy and _ supervoltage treatment. 
Merren, Vest and Lupton show that as good or 
better results can be obtained by the careful use 
of conventional deep x-ray methods without 
lymph node dissection (53% survival for semi- 
nomas as compared with 33% when dissection 
is included). The results of such British radio- 
therapists as Prosser and Boden and Gibb also 
bear out this contention. As Merren et al. point 
out, this node resection, to be reliable, would 
need to be bilateral and would entail an ap- 
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preciable morbidity in all except the most expert 
hands. Probably most authorities will concede 
the superiority of adequate irradiation in semi- 
nomas and the question of dissection arises 
mainly in the more resistant types. The latter are 
more prone to hematogenous spread, and I am 
unable to find any study which indicates how the 
minority which may benefit from dissection may 
be chosen and would feel that we must await 
the results of further and more adequately con- 
trolled series. 

For prophylactic irradiation or treatment of 
clinically evident abdominal metastases, a mid 
line field extending from the ziphisternum to 
three inches above the symphysis is used along 
with a smaller field extending to the groin below 
this lateral to the mid line on the involved side. 
Parallel and opposing fields of the same size 
should be used posteriorly to equalize the 
tumour dose. 

As pointed out by Patterson, it is probably 
wise to spare the kidney parenchyma from the 
effects of irradiation as much as possible. Particu- 
larly would this apply in the higher dosage 
necessary to control radio resistant tumours. An 
eight centimetre wide field in the mid line should 
be wide enough if secondary nodes are not palp- 
able, but if they are palpable the field should be 
wide enough to include the entire mass. It may 
be advisable to compare the clinical estimate of 
field size with the film from the intravenous 
pyelogram which will indicate deviation of 
kidney or ureter. 

If there is evidence of extension or meta- 
stases are large, mid line fields must be extended 
upward over the mediastinal area to the supra- 
sternal notch anterior and posterior with an 
anterior field over the left supraclavicular region. 
To treat pulmonary metastases, four fields the 
full length of the thorax will be directed from 
each of the four quadrants as described by Levitt 
and may be expected to give worthwhile control 
in a significant number of cases of seminoma, 
and may even benefit a rare case of more re- 
sistant type. 

A tumour dose of 2,500 to 3,000 “r” in four to 
five weeks is advocated in seminoma starting 
with 100 to 150 “r” to each field daily increasing 
the daily dose as the patient tolerates the irradia- 
tion. In other more resistant types, the treatment 
should be continued to a tumour dose of over 
5,000 “r” in from five to eight weeks depending 
on the tolerance of the patient. For such tumour 
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doses in a thick patient, four oblique fields 
directed to the mid line anterior to the vertebral 
bodies will probably be necessary instead of the 
single anterior and posterior fields. Supervoltage 
and cobalt beam therapy obviate the need of 
multiple fields in obtaining a big dose. For 
thoracic bath, daily doses will need to start at 
50 “r” or less and it is unlikely that many pa- 
tients will tolerate more than a total of 1,500 “r” 
to this large volume and hence seminoma is the 
only tumour likely to be controlled in the lungs 
unless the lesions are solitary or localized to a 
small area. White cell and platelet counts should 
be followed. once or twice a week throughout 
treatment and oftener if there is an appreciable 
drop. 

If there is evidence of radiation intolerance, 
and there often is since the area of the adrenals 
seems most vulnerable in this regard, various 
measures to relieve the radiation sickness will be 
required including intravenous glucose and 
saline, hydrochloric acid with meals, pyridoxine, 
Gravol and desoxycorticosterone acetate. These 
may have quite dramatic effects in individual 
cases, but there is still no ideal measure for 
quick relief of radiation sickness in all cases. 
Armory and Brisk have shown that only when 
6,000 “r” tumour dose to the mid abdomen in 50 
days is exceeded does intestinal damage become 
a serious problenr and the same probably applies 
to the spinal cord and kidneys. 

It may be justifiable to allow. the white cell 
count to be depressed to as low as 1,000 in a case 
with pulmonary metastases where there is no 
other hope of cure. If this occurs, one must 
avoid infection and be ready to treat with blood 
transfusion and antibiotics. We have had pa- 
tients whose blood counts went below 1,000 at 
the end of treatment and the marrow recovered 
subsequently. 

I may say, however, that even with dosage 
pushed to these levels, we have had little suc- 
cess in influencing pulmonary secondaries of 
teratoma except in one case, which is now a five- 
year survival without recurrence. Perhaps it is 
justifiable for even 10% survival since there is 
nothing else to offer. At our Institute, we are 
hoping that better results may be achieved with 
cobalt beam therapy in these difficult cases of 
pulmonary metastases in more radio-resistant 
tumours. It is our impression that large volumes 
are raised to higher tumour dosage with rela- 
tively much less depression of the blood count. 
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The extent of metastatic recurrence should not 
be a deterrent to a trial of control by irradiation 
as Boden shows that 41% of seminomas with 
metastases when first seen survived five years 
and De Weerd and Childs give almost the same 
figure. Even in the more resistant types worth- 
while palliation and even a number of cures will 
be achieved. One should only be limited by 
tissue tolerance and marrow exhaustion. Lewis 
showed a 33% five-year cure rate in embryonal 
carcinoma although relative influence of surgery 
cannot be evaluated. 

Following the completion of radiation treat- 
ment and supervision of the gastro-intestinal and 
marrow function, as well as skin healing, the 
patient must be followed by careful periodic 
physical examination, chest film, functional 
enquiry, gonadotropic hormone estimation and 
blood sedimentation rate estimation at intervals 
of not less than three months for two years and 
at least, every six months for five years, then once 
a year. 

What may one expect from such aggressive 
radiation therapy? A review of the literature 
suggests that it is a reasonably conservative claim 
that two out of three seminomas will survive five 
years while one out of three teratocarcinomas or 
embryonal carcinomas will be salvaged. This is 
a very appreciable improvement of the one in 
four survival, which is the best one can expect 
from orchiectomy alone. 

Our own small series of 45 cases show a 77% 
five-year survival for those cases treated more 
than five years ago, mainly because 16 out of 22 
cases were seminomas and only one of the latter 
failed to survive for five years. Only one of four 
teratocarcinomas survived..One of two embry- 
onal carcinomas survived eight years in spite of 
pulmonary metastases on admission. Those 
treated less than five years already have a 
survival less than 70% because of a much higher 
proportion of radio-resistant types of tumour in 
the later group. 


SUMMARY 


Examination of records of some 30 cases sug- 
gests. the following conclusions: 

1; Testicular tumours appear mainly between 
twenty and forty years of age. 

2. The diagnosis may be in doubt if the entire 
organ is not removed for histological examina- 
tion and adequate classification. 

3. Efficient irradiation treatment to the lymph 





546 LANE AND OTHERS: 





node areas can double or triple the five-year 
survival rate of simple orchiectomy. The value of 
lymph node dissection has not been proved. 


4. Irradiation should follow orchiectomy im- 
mediately. If it is delayed until metastases are 


clinically demonstrable, the survival rate is 
halved. 


5. In radio-resistant tumour types, radiation 
dosage to metastatic areas should be taken to 
full tolerance with adequate protraction in the 
first planned treatment. 


6. Excessive size of abdominal or other meta- 
stases does not preclude cure or worthwhile 
palliation with radiation. Even some cases of 
radio-resistant types of tumours with pulmonary 
metastases are curable by irradiation. 


7. Detrimental effect of irradiation on gastro- 
intestinal mucosa, renal parenchyma, spinal cord 
and bone marrow demands utmost care in the 
radiation treatment plan and careful continuous 
supervision. 


MERCURIAL GRANULOMA 
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MERCURIAL GRANULOMA 
OCCURRING IN A TATTOO* 


R. A. G. LANE, M.D.,t 
HERMAN BEERMAN, M.D. and 
HERBERT MESCON, M.D.,+ 
Philadelphia, Pa. 


IN A RECENT REVIEW of the medical complica- 
tions of tattooing, Beerman and Lane’ noted 
that the incidence of serious consequences of this 
procedure has been negligible, considering the 
widespread practice, especially in times of war. 
The universal, immediate, acute inflammatory 
reaction to tattooing, probably due to physical 
trauma, rarely has caused concern, even though 
the technique used has been far from aseptic. 
The most common serious complication, as 
pointed out by Sulzberger, Kanof and Baer,” has 
been the development of contact-type allergic 
eczematous hypersensitivity to mercury. The 
allergen has been cinnabar (red mercuric 
sulphide) which has been the dye most commonly 
used to produce the red colour. That minor 


*From the University of Pennsylvania, Departments of 

Dermatology, School of Medicine, Donald M. Pillsbury, 

M.D., Professor and Graduate School of Medicine, Herman 

Beerman, M.D., Chairman. 

7Surgeon Commander, Royal Canadian Navy. 

ir pener of Dermatology, Boston University School of 
edicine. 





forms of this hypersensitivity, as evidenced by 
persistent irritation and perhaps some swelling 
of the red areas, exist, is certain. One such case, 
as reported by Madden* persisted for seven 
years. 

The present case is being reported because of 
the large size of the granulomatous reaction, and 
because it is the first case in which the chemical 
was identified by a spectrochemical technique. 


CasE REPORT 


The clinical findings are scanty since this case first 
came to the attention of two of us (H.B. and H.M.) upon 
receipt of the pathological specimen from R. E. Kelly, 
M.D., Elk County General Hospital, Ridgway, Pa. At 
this time it was too late for further investigation; and 
unfortunately the patient could not be located following 
surgical excision of the lesion in May 1949. 


The patient, an adult white male, had been tattooed 
in red and green colours, on the forearm, in April 1948, 
following which there was no serious reaction. However 
a year later the present lesion (Fig. 1) had reached a 
size of one inch in diameter and involved only the red 
part of the tattoo. It was an elevated verrucous lesion, 
relatively well demarcated, with no ulceration or involve- 
ment of deeper tissues. 


Histologic study of the specimen revealed a consider- 
able amount of hyperkeratosis, evident particularly in the 
numerous, i hair follicles. The epidermis was 
alternately thickened and atrophic, the former zones in 
association with the follicles, and the latter, overlying 
areas of fairly dense, cellular infiltration in the upper 
portion of the corium. In that area, too, pigment collec- 
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tions were seen, grouped together to form a_ well- 
marked zone, at the level of the sebaceous glands, and 
showing a tendency to stretch out, parallel to the surface 
of the skin, The pigment was contained in macrophages. 
The colour of the red pigment, as seen by transmitted 
light was a dark, brownish black, but under incident 
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several Langhans giant cells, but this was not considered 
to be typical of this process. 

A portion of the specimen was subjected to spectro- 
chemical analysis.* This revealed mercury to be present, 


in large amounts, in the red-coloured tissue, and 
chromium to be present in the green-coloured tissue. 


Fig. 1.—Gross specimen (limits of lesion demarcated by arrows). 
Fig. 2.—Photomicrograph—low power. : 


light showed up _ beautifully as specks of highly 
burnished, copper coloured granules. The pigment cells 
were arranged in a well aan perivascular formation, 
and also about the pilosebaceous structures. In places 
the cellular infiltration extended upwards into the 
papillary body, with resulting atrophy of the overlying 
epidermis. The cells present in the infiltrate, apart from 
the pigment cells, were chiefly lymphocytes and _ histo- 
cytes, with a goodly number of plasma cells. Eosino- 
phils were not prominent. In the upper portion of the 
corium the infiltration was more often homogeneous in 
character, whereas lower down it occurred as separated 
islands of cells, the intervening’ areas being practically 
free of infiltrating cells or pigment. At the base of one 
hair follicle there was a foreign body reaction, with 


SUMMARY 


The pathological diagnosis in this case was 
“mercurial granuloma occurring in a _ tattoos 
The size of this granuloma was unique, sur- 
passed only perhaps by some of the weird 
keloid reactions occurring in the tattoos of the 
African Negro. There was no evidence of any 
type of malignancy, thus differing from the case 
reported by Auger, of Laval University.‘ 


*Spectrochemical analysis through the courtesy of ‘‘Dalare 
Associates”, Philadelphia. 
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A definitive diagnosis in such cases of contact- 
type allergic eczematous hypersensitivity should 
be reached not only by the demonstration of 
specific hypersensitivity, as shown by patch test- 
ing, but also by the identification of the sensitiz- 
ing material. The latter can be relatively easily 
carried out by histochemical analysis,® or as 


SPONTANEOUS PNEUMOTHORAX 


COLIN S. DAFOE, M.D., F.R.C.S. and 
COLIN A. ROSS, M.D., F.R.C.S.[C], 
Edmonton, Alta. 


THE TERM “spontaneous pneumothorax” is used 
to designate the type of pneumothorax that de- 
velops in seemingly healthy persons, most com- 
monly in young adult males. It pursues a benign, 
afebrile course without exudate, and there is 
a definite tendency to spontaneous recovery in 
two to six weeks. The duration is roughly pro- 
portional, in the absence of complicating factors, 
to the extent of the pneumothorax. 

In contrast, the term “symptomatic pneumo- 
thorax” signifies that the pneumothorax occurs 
as a complication of an already recognized dis- 
ease or known condition such as pulmonary 
abscess, pulmonary’ tuberculosis, lung infarct, 
tumour or trauma. The management of this type 
of pneumothorax is directed mainly at the treat- 
ment of the underlying disease. 

Benign spontaneous pneumothorax may be 
either acute or chronic. The disease is considered 
to be chronic if the lung fails to expand in three 
months’ time. 

Incidence.—The true incidence of idiopathic 
spontaneous pneumothorax is difficult to de- 
termine because it is well recognized that the 
condition may occur with little or no symptoms. 
Many cases have been diagnosed as pleurisy, 
intercostal neuralgia, muscle strain or some other 
such indefinite diagnosis. Blackford in a five year 
survey at the University of Virginia found an 
approximate ratio of one case for every 1,000 
students. The cases presented themselves with 
symptoms of spontaneous pneumothorax and 
were subsequently confirmed radiologically. 

The incidence of recurrence and chronicity is 
likewise difficult to estimate. Figures showing a 
recurrence rate up to 40% have been reported 
but the larger series reported in the literature 
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demonstrated in this case, by spectrochemical 
analysis. 
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show the incidence of chronic:ty and recurrence 
of pneumothorax to vary from 2 to 13%. The 
number of recurrences is usually one or two, but 
as many as 18 attacks have been recorded in a 
single case. The interval between attacks is usu- 
ally a few months but may be .as long as 20 
years. 


Etiology—The pathological lesion actually ob- 
served as responsible for the production of the 
spontaneous pneumothorax in the majority of 
cases is a ruptured subpleural cyst, bleb or 
bulla. In 87 out of 95 cases from the medical 
literature in which direct observation of the lung 
has been made either by thoracoscopy or open 
thoracotomy, a ruptured cyst or bulla has been 
demonstrated. Broadly speaking the three main 
groups of thin-walled lesions responsible for 
spontaneous pneumothorax are: 

(1) Congenital cysts. (2) Localized acquired, 
subpleural blebs or bulla. (8) Acquired blebs or 
bullz which are part of a more generalized 
pulmonary emphysema. 

Congenital cysts——These lesions represent a 
disturbance in the development of the lung and 
have been frequently observed in the newborn 
infant. They may be single or multiple and the 
communication with the bronchial tree is large, 
often by a branch bronchus. These cysts are lined 
with cuboidal pavement or ciliated epithelium. 
The wall contains the elements of the bronchial 


\ wall such as smooth muscle, mucous glands, and 


occasionally cartilage. It is logical that the rup- 
ture of such a cyst would result in chronic pneu- 
mothorax, because the size of the bronchial 
opening and the fact that the cyst contains 
elements of the bronchial tissue make oblitera- 
tion virtually impossible. 

It may be difficult to differentiate clinically 
between congenital and acquired cysts as con-, 
genital cysts may persist into adult life. Con- 
genital cysts are found mainly in younger persons 
and tend to be large. They more often contain 
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fluid and are more prone to become secondarily 
infected. Congenital cysts may occur in any 
portion of the lung. Acquired blebs or cysts are 
most commonly seen at the apex of the lung. The 
occurrence of spontaneous pneumothorax in an 
infant or person in the first decade of life should 
be considered as due to rupture of a congenital 
cyst until proved otherwise. Infants tolerate 
spontaneous pneumothorax very poorly because 
of their mobile mediastinum and rupture of a 
congenital cyst should be considered as a surgi- 
cal emergency, with surgical extirpation of the 
cyst as soon as possible. 





Fig. 1 


CAsE 1 


Baby aged 8 weeks. A premature infant delivered by 
Czesarean section. Following this the infant failed to gain 
in weight and at 8 weeks weighed only 6% Ib. The child 
had recurrent chest infections and frequent regurgitations 
of its feedings. On investigation the congenital cyst was 
found to be in the right lower lobe. The cesophagus was 
deviated by the cyst, probably accounting for the re- 
gurgitation. Supportive measures did not improve the 
child’s condition which was precarious and operation was 
performed. At operation it was found that the cyst re- 
placed the whole right lower lobe bronchus and it was 
necessary to do a right lower lobectomy. 

The infant made a_ remarkable recovery post- 
operatively, and rapidly regained normality. 


Localized subpleural blebs or bullz.—Local- 
ized emphysema is a condition which is seen in 
all age groups, gives rise to no symptoms and 
generally cannot be recognized radiologically. 
The bursting of this type of vesicle or bulla is the 
most probable cause of benign spontaneous 
pneumothorax. 

Bulle or blebs are formed through atrophy 
and inflation of portions of the lung tissue’ re- 
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sulting from the presence of a valve-like mechan- 
ism in the terminal bronchiole communicating 
with the bulla. This mechanism results from 
scarring of the lung and pleura usually by 
previous sub-clinical tuberculosis. The fibrosis or 
torsion of the terminal bronchiole acts as a valve- 
like mechanism with trapping of air and disten- 
sion of the alveolus. The vesicle gradually 
increased in size and finally the wall becomes so 
thin that it ruptures. It is significant that these 
localized subpleural vesicles are commonly seen 
at the apex. 

Blebs and bullz as part of a more generalized 
emphysema.—There still exists considerable con- 
troversy as to the exact mechanism of the de- 
velopment of this condition. Pathologically the 
alveoli are distended with a decrease or complete 


absence of elasticity. The walls between the 


alveoli are destroyed so that several alveoli com- 
municate to form one large air space. However, 
in contrast to the above condition there is no 
valve-like mechanism present in the communi- 
cating bronchus, and rupture of these bullz does 
not tend to occur. 

There are probably four factors that may 
cause failure of re-expansion of the lung in 
spontaneous pneumothorax. (1) Intrapleural ad- 
hesions which prevent the lung from collapsing 
completely and so keep the pulmonary rent 
open. (2) Ruptured congenital cysts, which be- 
cause of their pathology have very little tendency 
to spontaneous healing. (3) Scar tissue in the wall 
of the bulla or communicating bronchiole, which 
prevents healing. (4) The formation of a mem- 
brane on the visceral pleura as the result of 
deposition of fibrin from the pleural effusion that 
occurs in some of these cases. When the fibrin 
becomes organized the lung is held captive in 
this tough envelope. 

The fact that the majority of scar tissue vesicles 
heal spontaneously may mean that the valve-like 
mechanism and trapping of air does not persist 
after the lung is collapsed. When the degree of 
scarring is sufficient to allow’ the valve-like 
mechanism to persist after collapse it is prob- 
able that a chronic pneumothorax results. 


CLINICAL COURSE 


The presenting symptoms of spontaneous 
pneumothorax are usually pain and dyspneea. 
The pain is generally of sudden onset but not 
infrequently may develop gradually. In the 
majority of cases the onset of the attack occurs 
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when the patient is at rest or during mild physi- 
cal activity. Dyspnoea occurs at a variable period 
after the onset of pain and may be slight or can 


be extreme with cyanosis.. Vomiting may oc- - 


cur as an early symptom. Shock may be present 
if the pneumothorax is large and develops rapidly 
or if bleeding from torn adhesions occurs. The 
physical signs will depend to a large extent on 
the amount of air in the pleural cavity. 

In chronic pneumothorax the patient may be 
dyspnoeic on slight exertion. Weakness and ease 
of fatigue are noticeable. Appetite is poor and 
there is generally considerable weight loss. The 
skin is usually pale but some cyanosis may be 
present, depending on the degree of hypoxia. 
The affected side of the chest moves less and 
may be flattened. There is evidence of air or air 
and fluid in the affected hemithorax and a medi- 
astinal shift may be present. A persistent pneu- 
mothorax may be just as disabling as pulmonary 
tuberculosis, and since x-rays usually fail to 
demonstrate the etiological lesion, we cannot be 
sure that a similar condition does not exist in 
the contralateral lung. Cases of bilateral spon- 
taneous pneumothorax are being reported with 
increasing frequency. The occurrence of a pneu- 
monia in the uncollapsed lung may result in a 
fatal outcome. Obviously chronic pneumothorax 
requires planned energetic and adequate treat- 
ment to relieve the patient of his invalidism and 
potential dangers. 

Treatment.—In mild cases of spontaneous 
pneumothorax the patient frequently does not 
seek advice immediately and when he does no 
treatment is required. In more severe attacks, 
rest in bed for a week or so should be sufficient 
to allow the perforation to heal. It would seem 
logical in a large spontaneous pneumothorax, 
that to save time, morbidity and the development 
of complications, more active treatment would 
be advisable. I would recommend rapid decom- 
pression by means of a Moreland’s needle, or 
catheter introduced into the pleural cavity and 
connected to positive controlled suction. This 
will result in complete resolution in the majority 
of cases in 12 to 48 hours. 

The types of this condition which involve a 
danger to life are: (1) Tension pneumothorax. (2) 
Hzemopneumothorax. (3) Bilateral pneumo- 
thorax. In these instances treatment must be 
prompt and effectual. Decompression with con- 
trolled mechanical suction with the three bottle 
method or Steadman’s pump is urgent. 
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In hemopneumothorax if the bleeding is 
severe emergency thoracotomy may be neces- 
sary. In the majority of cases the routine treat- 
ment of haemothorax, by repeated and frequent 
aspiration of blood’ with chemotherapeutic 
instilaltions, is performed. If this routine and 
enzyme therapy is unsuccessful, then thorac- 
otomy with evacuation of. the blood clot, 
decortication if necessary and repair of the cause 
of the pneumothorax is indicated. 


CasE 2 


Mr. A.W., aged 38, developed a severe lobar pneu- 
monia November 1951. In January 1952 at rest he de- 
veloped a spontaneous pneumothorax with complete 
collapse of the right lung. This resulted in severe pain 
in that hemithorax and considerable shock. He was 
admitted to hospital, treated by means of a Moreland’s 
needle plus positive suction by the three bottle method. 
His lung was re-expanded in 24 hours and he was dis- 
charged from hospital in 48 hours. 


Chronic phase.—Two main forms of treatment 
have been employed to relieve chronic spon- 
taneous pneumothorax. 

1. Artificial pleuritis by means of the introduc- 
tion of various irritants into the pleural space. 
Such materials as guaiacol, iodoform, iodized 
oil, dextrose solution, silver nitrate, iodized talc 
and others have been used. A violent pleuritis is 
produced with the resultant fibrin deposition 
sealing off the opening in the visceral pleura. It 
has been repeatedly shown by _ bronchospir- 
ometry that pleural effusions resulting in chronic 
pleuritis with fibrosis markedly decrease pulmo- 
nary function. This would indicate that the above 
treatment is harmful and unsatisfactory. 

Surgical measures.—(a) Closed catheter drain- 
age. (b) Phrenic paralysis. (c) Thoracoscopy with 
pneumonolysis. (d) Thoracotomy. 

Phrenic paralysis is generally unsuccessful and 
less desirable than the more direct approach. 
Thoracoscopy is indicated as a diagnostic pro- 
cedure and, when string-like adhesions are 
present, as a therapeutic measure as_ well. 
Thoracotomy in the great majority of cases. is 
indicated as a primary procedure in these cases. 
The surgical procedures available with the chest 
open are: (a) Complete pneumonolysis. (b) Surgi- 
cal closure of the pulmonary opening. (c) Re- 
section of the pulmonary cyst or bulla. (d) De- 
cortication of the lung. 

This last surgical plan is the most direct ap- 
proach to this problem. It is definitive, safe and 
results in the maximum conservation of pulmo- 
nary function. 
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CAasE 3 


Mr. W.N., aged 44, admitted in January, 1952. This 
patient had been treated conservatively for pneumo- 
thorax 18 months previously. Since then his progress had 
been steadily down hill until he was virtually an invalid. 
He complained of severe dyspnoea and was unable to 
walk half a block without resting. He had lost forty 
pounds in weight, and had developed a severe chronic 
cough with bronchial spasm, resembling asthma. The 
x-ray picture was that of a chronic pneumothorax. At 
thoracotomy the right upper lobe was mainly replaced 
by emphysematous blebs and bullz, therefore’ a right 
upper lobectomy was performed. 

Since discharge from hospital, the patient has regained 
his lost weight. His cough has mainly disappeared and he 
has pursued his occupation as a head gardener with very 
little dyspnoea. 
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LONG-ACTING CORTICOTROPHIN 
IN ALLERGIC DISEASE* 


T. W. FYLES, M.D.t and 
BRAM ROSE, M.D., Montreal 


FoLLowinc the initial demonstrations that corti- 
cotrophin (ACTH) is capable of controlling the 
manifestations of allergic disease’? there has 
been a continued interest in the use not only of 
the original short-acting types, but also of modi- 
fied preparations with greater potency and a 
longer period of activity. Because the practical 
management of ambulatory patients is compli- 
cated by the necessity for multiple daily injec- 
tions, interest has centred largely on the 
long-acting preparations of this drug. There are 
several brands of long-acting corticotrophin 
presently available and this report is concerned 
with one of these which has proven to be par- 
ticularly useful in our experience, (“Duracton’).* 


Although the present communication deals 
with the clinical evaluation of these patients, 
previous investigations of the use of ACTH or 
cortisone included many other observations such 
as respiratory function, urinary steroid assays 
and other relevant data which were helpful in 
interpreting results. Many of these procedures 


*From the McGill University Clinic, Royal Victoria Hos- 
pital, Montreal. 

tResearch Fellow in Medicine of the American College of 
Physicians, 1952-53. . 


*One c.c. “Duracton” contains: 


“Acton X” (ACTH) ............ 
Carboxymethylcellulose 





Aqua Sterilisata ad 1.0 ml. 





were carried out on some of the patients about to 
be described, but will not be presented at this 
time. All of the cases were completely evaluated 
before starting therapy. The indications for ad- 
ministering Duracton were failure to respond to 
other forms of therapy, and the need for control 
of severe pollen asthma or hay-fever during the 
height of the season. 

Long-acting corticotrophin was administered 
subcutaneously to 20 cases of bronchial asthma, 
four cases of seasonal rhinitis and to single cases 
of pemphigus, periarteritis nodosa, penicillin 
sensitivity and ocular macular degeneration. All 
were treated as ambulatory out-patients and 
ranged in age from 19 to 73 years. In most cases 
the disease process was moderately severe. The 
majority received other forms of corticotrophin 
or cortisone at one time or another. The degree 
of relief obtained was assessed from both sub- 
jective and objective evidence. 

Forty courses of therapy were administered in 
the 28 cases, varying in length from two to 239 
days with an average of 30 days. The dosage 
varied widely; 10 to 80 units (1 c.c. contains 20 
units) per injection were given at intervals of 
from one to seven days. The schedule of dosage 
was determined solely by the response to ther- 
apy and in all cases the lowest possible 
maintenance dose was administered after the 
symptoms had been controlled. All patients were 
placed on a low salt diet. 


RESULTS 


The response to long-acting corticotrophin was 
rapid in onset in the cases of bronchial asthma 
and seasonal rhinitis (Table I). Thirty courses of 
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TABLE 


Patient, 
age and 











ser Diagnosis 
I.D Asthma-intrinsic; 
52, M. jbronchitis; vasomotor 
| rhinitis with polypi 
A.E. Asthma-intrinsic; 

60, M. | bronchitis 
M.G. Asthma-extrinsic, 
67, F. perennial 

| 
M.H. Asthma-intrinsic, 
54, M. perennial; diabetes 
mellitus 
B.K. Asthma-intrinsic, 

20, F. perennial 
A.L. Asthma-extrinsic, 
29, F. perennial 
J.M. Asthma-extrinsic 
29, M. 

E.McC. Asthma-intrinsic, 
32, F. perennial 
S.W. Asthma-mixed, 
19, M. perennial; seasonal 

rhinitis 
R.H. Asthma-extrinsic, 
26, F-. perennial; atopic 
dermatitis 
S.B. Asthma-extrinsic, 
37, F perennial; atopic 
dermatitis; diabetes 
mellitus 
M.P. Asthma-extrinsic, 
69, M. | perennial; seasonal 
rhinitis 
S.L. Asthma-extrinsic, 

45, M. seasonal; seasonal 

| rhinitis 

D.MclI Asthma-intrinsic, 
45, F perennial 
J.¥. Asthma- 

28, F. | extrinsic, seasonal; 
seasonal rhinitis 
M.M Asthma-intrinsic, 
34, F perennial; 
bronchiectasis 
D.J Asthma- 
38, F intrinsic, perennial 
E.E. Asthma- 
61, F intrinsic, perennial 
M.S. _ Asthma- 
57, F intrinsic, perennial; 
seasonal rhinitis 
J.D. Asthma; 
58, M. chronic bronchitis; 
emphysema 
*See text. 








Severity 


Severe 


Severe 


Moderately 


severe 


Severe 


Moderately 


severe 


Moderately 
severe 


Moderate 


Moderately 
severe 


Severe 


Moderate 


Severe 


Moderate 


Moderate 


Severe 


Severe 


Severe 


Severe 


Severe 


Severe 


Moderately 
severe 





(1 


(2) 
(3) 
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(2) 
(3) 


(1) 
(2) 


(1) 
(2) 
(1) 
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RESPONSE OF PATIENTS WITH ALLERGIC DISEASE TO LONG-ACTING CORTICOTROPHIN 
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Adverse 
effects 








Lowest 
effective 
maintenance 
dose 
(units) 





Duration Onset Degree Duration 
of of of of 
Daily dose (units) | treatment relief relicf relief 
20 daily 3x 35 days 24 hrs. Complete ee 
20q2d 
40q2d 16 days 24 hrs. Complete 10 days 
40 q 3d 2x 52 days 2¢ hrs. Complete 
20 q 2d 16x 
20q7d 
20 daily 3x 33 days 24 hrs. Complete — 
20 q 2d 2x 
10 q 2d 5x 
20q 2d 4x 
30 q 2d 9x 
40q2d 6 days 36 hrs. Complete 7 days 
40 daily 4 days 24 hrs. Complete — 
20q2d 44 days 24 hrs. Complete ooo 
40 q 2d 2x 94 days 6th day| Slight ae 
60 daily 16x 
60 q 2 d 27x 
20 q 2d 4x 
60q2d 
40 daily 10x 30 days 48 hrs. Slight -——- 
40 q 2d 10x 
40 daily 66 days 48 hrs. Slight —-- 
40 daily 8x 30 days 24 hrs. Complete |" 1 month 
40 q 2d 3x: 
20 q 2d 3x 
10 q 2d 5x 
40q3d 12 days 36 hrs. Nearly 1 week 
complete 
40q7d 28 days 36 hrs. Nearly 1 week 
complete 
80 daily 8 days 24 hrs. Complete 6 weeks 
40q 2d 8x 30 days 24 hrs. Nearly 10 days 
380q2d complete 
40 q 2d 2x 22 days 48 hrs. Nearly’ 6 days 
20 q 2 d 6x complete 
30 q 2d 3x 
10q2d 24 days 36 hrs. Complete 6 weeks 
30 daily 1x 16 days 24 hrs. Complete a 
20 daily 3x 
10 q 2d 6x 
30 daily 1x 239 days 48 hrs. Nearly —-- 
42 daily 2x complete 
40 daily 14x 
40 q 36 hr. 9x 
10-15 daily 208x 
20 daily 4x 28 days 5th day| Moderate; —— 
20 q 2d 7x 
10 q 2 d 5x 
20q2d 6 days 48 hrs. Complete 6 weeks 
40 daily 2x 6 days 24 hrs. Complete —_—-- 
20 q 2d 2x 
40 daily 1x 2 days 5 hrs. Complete 6 days 
30 daily 1x 
30 daily 2x 3 days 24 hrs. Complete -—--- 
20 daily 1x 
20 daily 3x 3 days 24 hrs. Complete 10 days 
20 q 3 d 6x 22 days 24 hrs. Partial — 
20 daily 4x 
20 daily 3x 5 days 2 hrs. Complete | —— 
10 daily 2x 
20 daily 2x 22 days 24 hrs. Fairly —-- 
20q2d 4x complete 
30 q 2d 3x 
30 daily 6x 
30 daily 2x 6 days 24 hrs. Nearly - 
20 daily 4x complete 
40 daily 5x 90 days 24 hrs. Nearly ee 
20 q 2d 3x complete 
10q 2d 4x 
10 q 3d 9x 
10q7d 4x 





Urticaria 


None 
None 
None 


None 


None 
None 


Urticaria 


None 


None 


None 


None 


None 
None 


None 


None 


None 


None 


None 


None 


None 


None 


«None 


None 


None 


None 
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RESPONSE OF PATIENTS WITH ALLERGIC DISEASE TO LONG-ACTING CoRTICOTROPHIN—Continued 






































Lowest 
effective 
Patient, Duration Onset Degree Duration | maintenance 
age and of of of of Adverse dose 
sex Diagnosis Severity Daily dose (units) | treatment relief relief relief effects (units) 
B.S. Seasonal rhinitis Severe 30 daily 2x 24 days 24 hrs. Complete —— None 20 q2d 
40, F. 20 q 2d 11x 
“nee Seasonal rhinitis Severe 40 daily 4x 4 days 24 hrs. Complete -— += None —-——~- 
3, ; ° 
Sole Seasonal rhinitis Severe 40 daily 2x 2 days 24 hrs. Complete a None —_——_— 
30, 
E.H. Seasonal rhinitis Severe 30 daily 1x 3 days 24 hrs. Complete —— None 
38, F 20 daily 1x | 
10 daily 1x 
R.A Penicillin sensitivity | Severe (1) 40q2d 8 days 36 hrs. Complete a Urticaria ee 
33, F (2) 20q3d 15 days 36 hrs. Complete —— Urticaria 20q3d 
8.G. Periarteritis Moderately 40 daily 1x 97 days 48 hrs. Partial a Urticaria 20 daily 
39, F nodosa; asthma; severe 20 daily 1x 
vasomotor rhinitis 10 daily 4x 
20 daily 6x 
40 daily 5x 
20 daily 6x 
| 20 q 2 d 16x 
20 daily 58x \ 
A.H. Pemphigus Moderately 20 daily 5x 75 days — — | Moderate} —— None 20q3d 
60, F. severe 20 q 2d 20x 
20q3d 
H.McC. Ocular macular Severe (1) 20 daily 12 days ——— None —— —_— sees 
56, M. degeneration (2) 20 daily 12 days cea None —— — —_—_—— 











“Extrinsic” signifies non-complicated asthma due to environmental factors, usually seasonal, and usually with positive skin tests. 


‘Intrinsic’ signifies asthma, perennial in nature, usually secondary to infection and usually with negative skin tests. 





therapy were administered to the 20 asthmatics 
and on 19 occasions symptoms began to subside 
within 24 hours. or less, on four occasions within 
36 hours and on five occasions within 48 hours. 
In two of the patients symptoms persisted un- 
abated until the 5th and 6th days. In the four 
cases of seasonal rhinitis symptoms began to 
subside within 24 hours. Relief was obtained 
within 36 hours of the onset of treatment on 
two occasions in the case of penicillin sensitivity. 
In the patient with periarteritis nodosa there was 
little improvement until 48 hours and the pa- 
tient suffering from pemphigus did not admit 
to any change, although from objective signs the 
progress of the disease was arrested within a few 
days, which was. characteristic of this patient’s 
response to previous corticotrophin therapy. No 
effect was noticed in the case of ocular macular 
degeneration. 

Subsequent improvement was rapid in the pa- 
tients with bronchial asthma and _ seasonal 
rhinitis; all but three asthmatics eventually ex- 
perienced complete or nearly complete relief. A 
similar result was observed in the case of peni- 
cillin sensitivity. 

Maintenance dosage varied considerably. 
Minimum requirements ranged from 10 units 
daily to 20 units every seventh day in the cases 
of bronchial asthma. However, the majority of 





patients required 10 to 30 units every second 
day (Table I). The cases of penicillin sensitivity 
and pemphigus were maintained on 20 units 
every third day, but the patient with periarteritis 
nodosa experienced an increase in intensity of 
symptoms on less than 20 units every day. 

Eleven of the patients with bronchial asthma 
did not receive other endocrine therapy follow- 
ing the course of long-acting corticotrophin. The 
duration of relief following cessation of therapy 
was found to vary from one to six weeks (Table 
I). Four patients had remissions lasting one week, 
three remained free of symptoms for ten days, 
one for a month and three for six weeks. The 
four cases of seasonal rhinitis underwent com- 
plete remissions, as was to be expected. 

In measuring the effect of corticotrophin on 
the eosinophils, a series of six normal subjects 
was used. It could be shown that 20 units caused 
a uniform drop of at least 50% of the total count 
in 4 to 6 hours. This effect began as early as the 
second hour and was still present 24 hours later. 
In the treated cases, counts were done prior 
to each injection only. Of those receiving daily 
injections all but two showed a 50% drop or 
greater 24 hours after the first injection. In most 
cases some parallelism could be shown between 


the clinical effect and the effect upon the eosino- 
phils. 





The urinary excretion of 17-ketosteroids and 
biological corticoids was measured in three cases 
by Dr. E. H. Venning (Fig. 1). The pattern of 
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Fig. 1.—The excretion of urinary glycogenic corticoids 
and 17-ketosteroids in three patients before and during 
ecorticotrophin therapy. 


response to this preparation of long-acting corti- 
cotrophin was similar to that observed with other 
forms of the drug in that a brisk rise in excretion 
of both types of steroid was produced. This will 
be considered in more detail in a separate com- 
munication. 

Side reactions to therapy were few in this 
series of cases and consisted only of an urticarial 
reaction during the course of treatment. In four 
cases urticaria was noticed following treatment 
and it is interesting that three of these patients 
had previously received other forms of long- 
acting corticotrophin. The reaction was localized 
to the site of injection in two, and generalized in 
two. CEdema, rise of blood pressure and head- 
ache were not observed even in those cases re- 
ceiving a high dose. 


DISCUSSION 


While there are numerous references in the 
literature to the use of ACTH preparations, there 
are very few which deal with the long-acting 
type of corticotrophin. This paper is confined to 
one particular preparation although since 1949 
we have used corticotrophin in one form or 
another, including several of the long-acting 
types. 

With earlier forms of corticotrophin difficulty 
was encountered in mixing the ACTH with a 
vehicle to impart a longer action. Frequently the 
resulting preparation had to be heated before it 
could be used and it usually required storage in 
a cool place. The preparation used in the present 
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group of subjects has the advantages of being 
stable at room temperature, easily drawn into the 
conventional syringe, requiring no heating and 
being readily given by subcutaneous or intra- 
muscular injection. It appears to be half as potent 
again as other preparations of long-acting corti- 
cotrophin which we have used and is effective 
for a longer period of time. 

Although only two patients were examined 
for the effect on glucocorticoid excretion follow- 
ing the administration of corticotrophin, it is 
evident that there was a significant stimulation 
of the adrenal cortex in both instances. There 
was also a marked increase in the excretion .of 
the 17-ketosteroids in one patient and a moderate 
increase in two others. The effect on the eosino- 
phils was comparable to that observed with other 
preparations and seemed in this group to follow 
the clinical course of the case. This is some- 
what different from observations over a long 
period of time on the administration of thera- 
peutic amounts of cortisone either by injection 
or by mouth. 

It is difficult to compare a long-acting cortico- 
trophin preparation with cortisone administered 
by mouth or by injection and direct comparison 
has not been made in this study. In most cases 
as rapid an effect can be obtained by the 
administration of a sufficiently large dose of 
cortisone orally as with ACTH, However, main- 
tenance of a patient with cortisone usually re- 
quires a divided daily dose whereas it is often 
sufficient to give injections of long-acting corti- 
cotrophin at intervals of 48 hours or longer. 
The ease of administration of cortisone is, of 
course, in its favour but it is sometimes difficult 
to be sure of the dose taken by the patient 
and control cannot be as close. Long-acting 
preparations of ACTH, on the other hand, re- 
quire that the patient return for injections and 
permit closer supervision. Infection and side- 
effects are thus recognized sooner and controlled 
more easily. 

The fact that none of these patients was 
restricted in any way with the exception of 
abstaining from the use of free salt with food is 
of some interest. Although the dose range varied 
from 10 to 80 units per injection, the only side- 
effect observed was the occurtence of urticaria 
of short duration, which disappeared as treat- 
ment was continued. Gain in weight was not 
marked nor was hypostatic cedema noted. Potas- 
sium supplements were not administered and 
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although serum potassium levels were not esti- 
mated, no symptoms of hypopotassemia were 
noted. As observed with other similar prepara- 
tions, hypertension of a transitory nature, sec- 
ondary to the asthmatic attack, was reduced and 
the blood pressure returned to normal levels. 
A severe psychosis occurred in one of the cases 
20 days following cessation of therapy. This was 
the individual in whom the 17-ketosteroids rose 
to an unprecedented level of 189 mgm./24 hours. 
It was the opinion of the attending psychiatrists 
that the episode was not directly related to the 
ACTH therapy since similar manifestations had 
occurred prior to any hormone treatment. How- 
ever, it does serve to emphasize that attention 
should be paid to a history of depression in 
administering hormones. 

Corticotrophin and cortisone are among the 
most useful agents for the temporary control of 
allergic manifestations. They should not be used 
to the exclusion of other forms of medication 
such as bronchodilators and antihistamines if 
the latter will serve just as well. The soundest 
treatment when it can be used is still specific 
hyposensitization based on history and skin tests. 


SUMMARY 


Twenty cases of bronchial asthma, four cases 
of seasonal rhinitis, and single cases of pemphi- 
gus, periarteritis nodosa, penicillin sensitivity and 
ocular macular degeneration have been treated 
with long-acting corticotrophin, The response to 
therapy was rapid and a longer effect was seen 
than with other preparations of long-acting corti- 
cotrophin, Side-reactions were negligible in this 
series and consisted of transient urticaria in four 
cases. A single case of post-treatment psychosis 
occurred, but this was not believed to be due to 
the therapy. It is believed that the preparation 
of long-acting corticotrophin used in this series 
is useful and has fewer of the disadvantages 
associated with earlier types of long-acting 
ACTH. 
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RESUME 


Le but de cette communication est de présenter une 
évaluation clinique des résultats obtenus en traitant des 
malades allergiques au moyen de corticotropine 4 action 
prolongée (Duracton). 


Les manifestations allergiques de la plupart de ces 
malades étaient d’intensité moyenne. Tous furent traités 
au dispensaire sans avoir 4 étre hospitalisés. Les doses 
employées, une fois les symptémes maitrisés, furent 
tenues aussi basses que possible, et évaluées d’aprés 
les résultats cliniques. Les cas d’asthme bronchique et 
de rhinite saisonniére furent rapidement soulagés. Les 
réactions de sensibilité 4 la pénicilline demandérent un 
peu plus de temps; enfin, un cas de périartérite noueuse 
ne manifesta ? amélioration qu’aprés 48 heures de 
traitement. Le soulagement des cas d’asthme persista 
d’une a six semaines aprés cessation du traitement. La 
seule manifestation d’intolérance au médicament prit 
la forme d'une poussée d’urticaire observée chez quatre 
malades. Un autre présenta une psychose grave qu’on 
hésita 4 attribuer au traitement puisqu’il en avait déja 
manifesté des signes antérieurement. 


La préparation employée au cours de cette série ne 
demande pas 4 étre réchauffée avant de s’en servir, et 
est suffisamment fluide pour étre aspirée dans _ les 
seringues communément employées. Elle peut étre con- 
servée 4 température de la chambre sans perdre ses 
propriétés, Dans certains cas rapportés ci-haut, une seule 
injection aux 48 heures fut nécessaire. Un régime par- 
tiellement déchloruré fut la seule restriction alimentaire 
recommandée. M.R.D. 





COXSACKIE VIRUSES 


The isolation of Coxsackie viruses was originally made 
from patients with poliomyelitis, although there is no 
definite evidence that they play much part in polio- 
myelitis per se. The viruses may be divided into two 
groups from their infection characteristics in suckling 
mice. Group A produces a widespread myositis with 
clinical flaccid paralysis; Group B, on the other hand, 
produces a more focal myositis with panniculitis and an 
encephalitis. The viruses are of the same size order as 
poliomyelitis; serologically at least sixteen different types 
have been isolated. The common source of infection is 
feeces, the virus being excreted in the stools of patients 
for from two to three months after infection. 


In human infections two main conditions are produced, 
these are herpangina and Bornholm disease in both of 
which pleocytosis may be found in the cerebrospinal fluid. 
Herpangina is an acute disease of children produced by 
infection with the A group of Coxsackie viruses: it is 
characterized by fever, dysphagia, pharyngitis and ulcera- 
tive changes in the fauces and tonsils. Bornholm disease, 
so called because it was first described on the island of 
Bornholm, is produced by the group B viruses. It is 
characterized by severe muscle pain affecting the upper 
abdomen and lower thorax, fever, pharyngitis and dry 
pleurisy. 

The treatment of these infections is entirely sympto- 
matic, antibiotics are entirely useless. Their diagnosis 
depends on the demonstration of a rising antibody forma- 
tion in the patient’s serum.—Condensed from Brit. Med. 
Bull., 9, No. 3, 1953. 
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THIS INVESTIGATION forms part of a series of 
studies on thromboembolic disease that have 
been carried out at Westminster Hospital during 
the past three years. Our studies have taken a 
variety of forms, but the principal interest has 
been in the mechanism of precipitation of 
venous thrombi. Three possible etiological 
factors have been suggested in the past: (1) a 
traumatic or inflammatory lesion in the vein wall 
which initiates the thrombotic mechanism; (2) 
stasis of blood; and (3) abnormalities in the 
composition of the blood resulting in increased 
coagulability. The present report is concerned 
with the third possibility, namely, that changes 
in the composition of the blood, either an in- 
crease or a decrease in the concentration or 
‘activity of certain coagulation factors, are con- 
cerned with the initiation of venous thrombi. 
Other aspects of our studies, dealing with the 
possibility that venous thrombi are precipitated 
by lesions in the vein wall or by stasis of blood, 
and with the mechanism of pulmonary embolism, 
are reported elsewhere.” * ° 

The effects of variations in the concentration 
of “antithrombin,” fibrinogen B, total fibrinogen, 
fibrinolysin and vitamin E of the blood, and of 
a variation in the platelet count of the blood, on 
the precipitation of thrombi have been evaluated 
critically. It is to be noted that each of these 
substances has been under suspicion by other 
workers, but all previous evaluations have been 
made by comparing the biochemical or hzmato- 
logical findings with the presence or absence of 
clinical signs and symptoms of the disease. How- 
ever, it has been our experience, ** and the 
experience of others,* that only a small per- 
centage of venous thrombi can be diagnosed 
clinically. Thus, to evaluate any suspected pre- 
cipitating agent, a method of assessment more 
critical than clinical diagnosis is needed. The one 
we have adopted is to carry out serial determin- 
ations on the blood of seriously-ill patients during 
life, and to compare the results with the findings 
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on venous dissection in those patients who die 
and come to autopsy. The method is arduous; a 
good deal of work is done which can never be 
used, but when a correlation is obtained one can 
depend upon its validity. 


MATERIAL AND METHOD 


The series consisted of a large number of middle aged 
and elderly men whose names had appeared on the 
seriously-ill list of the medical or surgical wards of 
Westminster Hospital. During the period of their serious 
illness, until they either died or recovered, biochemical 
studies on their blood were made by one of us (R.M.P.) 
as often as was possible. Actually, we found it was not 
practicable to carry out these determinations more than 
twice a week on any patient. The blood “antithrombin” 
levels were scmeined exactly as specified by Kay and 
associates.5 The fibrinogen B estimations were done as 
described by Cummine and Lyons.* The blood fibrinogen 
levels were determined gravimetrically. The blood 
fibrinolysin titres were estimated after the method de- 
veloped by Macfarlane,? a method which he has ad- 
vised us is satisfactory for clinical use.8 The vitamin E 
levels in the plasma were determined by the method of 
Quaife, Scrimshaw and Lowry,® as modified by Gold- 
man.?° Blood platelets were counted by the method of 
Moolton and Vroman.11 

All or some of the above biochemical and hzmato- 
logical procedures were performed on the ‘entire series 
of seriously-ill patients. However, the only patients used 
in the actual assessments were those who.died within 
six weeks of the initial determinations, who came _ to 
autopsy, and were subjected to complete venous dis- 
section of the veins of the lower extremities. The tech- 
nique of dissection has been described in detail else- 
where.! In brief, it consisted of the removal and exam- 
ination of the veins on each side, from the lower end of 
the inferior vena cava to the posterior tibial vein at the 
level of the internal malleolus. When thrombi were found 
on gross examination, they were confirmed by micro- 
scopic study. The pathological findings were then com- 
pared with the appropriate biochemical or hzematologi- 
cal data obtained during life. To avoid bias, the ante- 
mortem findings were not revealed to the autopsy dis- 
sector until he had completed his examination. 


OBSERVATIONS 


Blood “antithrombin”.— Recently Kay and 
Ochsner® have developed a simple laboratory 
test which they believe will reveal a reduction 
in blood “antithrombin” to dangerously low 
levels; and these low levels, they claim, reflect 
a prethrombotic tendency that calls for immedi- 
ate therapy. We have compared the blood “anti- 
thrombin” levels, determined exactly as specified 
by the originators of the test, on 19 patients who 
came to autopsy and were subjected to venous 
dissection of the lower extremities. 

The results of our evaluation have been re- 
ported in detail elsewhere.?* In summary, in nine. 
cases without venous thrombosis depressed “anti- 
thrombin” levels of the border-line type were 
encountered in three instances. These three 
border-line levels might. thus be regarded as 
false positives. There were ten patients who had 
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definite venous thrombi at autopsy, but in only 
-two of them was either a. border-line or a 
dangerously low “antithrombin” blood level ob- 
tained during life. Because of the complete lack 
of correlation obtained by our method of assess- 
ment, we cannot recommend this blood “anti- 
thrombin” test for the prediction of venous 
thrombosis under ordinary hospital conditions. 

Blood fibrinogen B.—Cummine and Lyons® 
have developed a test, of a semi-quantitative 
type, which they claim will detect an inter- 
mediate substance between fibrinogen and fibrin. 
They have claimed a positive correlation be- 
tween this substance and venous thrombosis, but 
it is to be particularly noted that their evaluation 
was made solely on cases of the disease diag- 
nosed clinically. Furthermore, Rosenfeld e¢ al. 
have criticised the test since they found a posi- 
tive correlation between ordinary blood fibrino- 
gen and fibrinogen B. In spite of this criticism, 
we have evaluated the relationship of fibrinogen 
B in the blood of 25 seriously-ill patients with 
the presence or absence of venous thrombi as 
proven at autopsy. Venous thrombi were present 
in 11 cases and absent in 14. The results of the 
evaluation are presented in Figs. 1 and 2. It will 
be seen that only three of the eleven patients 
with proven thrombi (27%) had shown a fibrino- 
gen B level in the so-called dangerous range 
during life, while two of the fourteen patients 
without thrombi had shown similar “dangerous” 
blood levels of the material (14%). It is thus ap- 
parent that false positives are not infrequent 
with this test, and that true positives are. ob- 
tained so infrequently that the test is of little 
practical value. 

Blood fibrinogen.—It is well known that in- 
creases in fibrinogen concentration will acceler- 
ate the sedimentation of blood in vitro. Best and 
Taylor™ state that a fibrinogen increase is seen 
in a number of pathological conditions including 
thrombosis. They suggest that the effect is prob- 
ably due to an alteration in the colloidal proper- 
ties of plasma. Brinkhous** has stated that “pa- 
tients who develop: thrombosis commonly ‘have 
high plasma levels of fibrinogen and. globulin.” 

We. have evaluated the importance of Blood 
fibrinogen concentration in 69 seriously-ill pa- 
tients who subsequently came to autopsy and 
were-'subjected to venous dissection of their 
lower extremities. The fibrinogen levels were de- 
termined on each, patient, usually twice a: week, 
for. as long as six-weeks before-death. At autopsy, 
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40 of the subjects had thrombi in the veins of 
their lower extremities while 29 were without 
thrombi. 

The fibrinogen determinations were made 
gravimetrically. The results are tabulated in 
Table I. It will be seen that the mean blood 
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Fig. 1.—Blood fibrinogen B levels in cases without 
thrombosis. 
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Fig. 2.—Blood fibrinogen B levels in 
thrombosis. 


cases with 
fibrinogen level for the cases without thrombosis 
was 545 mgm. % (+ S.E.M. 34) while the mean 
level for the cases with thrombosis was 469:mgm. 
% (+ S.E.M. 29). A break-down of the mean 
level in the two groups for different periods be- 
fore death is presented in Table I. Here again, 
it will be seen. that. cases with. thrombosis -tend 
to show lower fibrinogen levels than cases with- 
dut thrombosis regardless of the time when the 
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tests were made in relation to death.* The mean 
values for the two groups at specified times 
before death have been subjected to statistical 
analysis, using a comparison of the standard 
error of the means. The difference is found to be 
not significant. 


TABLE I. 





BLoop FIBRINOGEN LEVELS BEFORE DEATH OF PATIENTS 
WituH AND WitHoutT THROMBOSIS 





Fibrinogen in mgm. %; weeks before death 


1-2 3-4 5-6 6 
No thrombi 
Mean...... 539 544 578 545 
S.L.M...... br +45 + 59 + 34 
No. eases... 28 12 7 29 
Thrombi 
Mean...... 445 477 501 469 
S.E.M... a3) + 40 +42 + 29 
No. cases... 39 21 15 40 


Significance of difference 
P= >0.05 P=>0.2 P=>0.2 P=>0.1 





TABLE II. 





Bioop ViTAMIN E LEvets BErore DEATH OF PATIENTS 
WitH AND WitTHout THROMBOSIS 


Vitamin E in mgm. °(; weeks before death 








1-2 3-4 5-6 6 
No thrombi 
Mean.... 0.91 0.87 0.87 0.91 
S.E.M.. +0.07 +0.17 +0 .23 +0.07 
No. eases. 10 5 4 10 
Thrombi 
Mean.... 0.85 0.70 0.71 0.79 
S.E.M.... +0.09 +0.03 +().07 +0.06 
No. eases. 14 7 5 14 
Significance of difference 
P=>0.5 P=>0.2 P=>04 P=>0.2 








TABLE III. 

(a Ae AEE SEA AIS NRE AR eT NR 

MEAN PuatTeLet Counts BEForE DEATH OF PATIENTS 
Wits AND WiTHOUT THROMBOSIS 





Platelet count per c.mm. X 108 
weeks before death 





1-2 3-4 5-6 6 
No thrombi 
DEPOT 5 oop 319 200 210 294 
No. cases. . 2 1 1 2 
Thrombi 
peeens.. 255 358 354 — 332 
No. cases... .. 3 3 4 





CARE re RRERNG US on cHa RP RC AT IE NRE EA TTC 


*The tendency for cases with thrombosis to have lower 
fibrinogen levels than cases without thrombosis is dis- 
cussed in detail elsewhere.(3) The evidence points to the 
conclusion that thrombi are more prone to break off and 
— when the blood fibrinogen is low than when it is 
high. 





Canad. M. A. J. 
May 1954, vol. 70 


The results of our evaluation then have con- 
vinced us that elevated fibrinogen levels are not 
a factor in the initiation of venous thrombi in 
the lower extremities. 


Blood fibrinolysin.—Fibrinolysis has been de- 
finéd by Macfarlane and Biggs’ as the aseptic 
dissolution of fibrin, brought about by the direct 
action of a mechanism existing in normal blood. 
The enzyme “fibrinolysin” normally occurs in the 
plasma as a precursor substance which must be 
activated. Activation of the enzyme occurs under 
all conditions of “stress”. In vivo, the precursor is 
thought to be activated by fibrinokinase, a sub- 
stance found in various tissues of the body, and 
by streptokinase and staphylokinase. Following 
the revival of the thrombotic theory of arterio- 
sclerosis by Duguid,’’ the feeling is spreading 
amongst pathologists that small masses of throm- 
botic material may be laid down “spontaneously” 
in arteries and these may be responsible, in part, 
for the arteriosclerotic process. Furthermore, it 
has been suggested by Mole’® that a high fibrino- 
lytic activity of the circulating blood may con- 
trol, by dissolution, these small thrombotic de- 
posits, and thus tend to keep arteriosclerosis at 
a minimum. By implication, the same theoretical 
considerations can be applied to thrombi in 
veins. If an individual has an increased fibrino- 
lytic activity in his blood, an incipient venous 
thrombus should be lysed, and the development 
of full-blown occluding thrombosis prevented. 
The reasoning is devious; nevertheless, we have 
thought it worth while to determine the degree 
of fibrinolytic activity in the plasma of seriously- 
ill patients and to compare the findings with the 
incidence of venous thrombosis as found at 
autopsy. The method we have used is the one 
developed by Macfarlane,’ which measures the 
percentage dissolution of a fibrin clot, under 
aseptic conditions, in 24 hours. In our hands it 
has been found, at the best, to be only semi- 
quantitative. 

The test has been carried out twice a week, 
for six weeks prior to death, on 69 seriously-ill 
patients who subsequently came to autopsy and 
were subjected to venous dissection. Of these; 29 
failed to reveal thrombi while 40 had definite 
thrombi in the veins of their lower extremities. 

The degree of fibrinolysis has been expressed 
in two ways. First, when the presence or absence 
of fibrinolysis of more than 0.3 milligrams (the 
margin of error in the method) is considered, 
we have found that there was no significant dif- 
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ference in the incidence of fibrinolysis in patients 
with thrombosis and without thrombosis. In the 
29 cases in our series without thrombosis, only 
10 individuals showed a loss in fibrin of any 
degree, while in 40 cases with thrombosis, 19 
showed a fibrin loss. Analysed statistically by 
the chi-square test, the difference between the 
two groups is not significant (P = > 0.3). Second, 
an attempt has been made to analyse the results 
semi-quantitatively. The degree of fibrinolysis in 
any individual test has been graded as negative; 
as a trace (1 to 12%); plus one (13 to 25%); 
plus two (26 to 50%); plus three (51 to 99%); and 
plus four (100%). The results are tabulated in 
Figs. 3 and 4. It will be seen that there appears 
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Fig. 3.—Blood fibrinolysis levels in cases without 


thrombosis. 


to. be a greater incidence of high degrees of 
fibrinolysis in patients without thrombosis than 
in those with thrombosis; but the findings are by 
no means impressive. 

Blood vitamin E.—Certain claims have been 
advanced for the benefits to be derived from 
vitamin E therapy in the treatment of cardio- 
vascular disorders. Many of these claims are not 
supported by controlled clinical trials; and these 
we do not intend to discuss here. Kay, Hutton, 
Weiss and Ochsner,® however, have reported that 
as the result of the administration of vitamin E, 
together with calcium gluconate, the incidence of 
clinically-diagnosed thrombo-embolic disease in 
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their hospital has shown a significant decrease. 
They attribute this effect to the antithrombic 
action of vitamin E as demonstrated by an “anti- 
thrombin test” which they have developed. 
They found that subnormal levels of “anti- 
thrombin” were raised to normal following the 
administration of vitamin E. However, Overman’ 
has been unable to detect any change in “anti- 
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Fig. 4.—Blood 
thrombosis. 


fibrinolysis levels in cases’ with 


thrombin” levels as measured by three different 
“antithrombin” tests, including the Kay test. 
Coon and Whitrock?® likewise have found no 
evidence to suggest that vitamin E medication 
on postoperative patients alters significantly the 
values obtained in the Kay test; as there was no 
difference in the incidence of venous thrombosis 
in their control and treated groups. It is to be 
noted, however, that these workers used the 
criterion of clinical diagnosis in their assessment 
of venous thrombosis. ‘While our own studies’? 
have suggested strongly that the “antithrombin” 
blood level has no relationship to the precipita- 
tion of venous thrombi, we thought it worth 
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while to evaluate, directly, the effect of vitamin 
E\ blood concentration on the incidence of throm- 
bosis. Our results in this regard may be sum- 
marized as follows: 

Blood vitamin E levels were determined, twice 
a week, for the six week period before death, on 
24 patients who subsequently died and were 
subjected to venous dissection of their lower 
extremities at autopsy. Fourteen of the patients 
had venous thrombosis in their lower extremities, 
while ten patients were free from thrombi. The 
results are tabulated in Table II. The mean blood 
vitamin E levels were slightly lower in the cases 
with thrombosis than in those without throm- 
bosis (0.8 as compared to 0.9 milligrams %) but 
the difference is not statistically significant when 
analysed by the chi-square test (P = > 0.2). We 
conclude, therefore, that the vitamin E blood 
level is not concerned in the precipitation of 
venous thrombi, and that there is therefore no 
evidence to suggest that vitamin E medication 
will prevent the disease. 

Blood platelet count.—Abnormalities in the 
quality or quantity of blood platelets have been 
said to be concerned in the mechanism of venous 
thrombosis. Extensive studies on these structures 
have been made by Zucker,” by H. P. Wright”? 
and by Moolton and Vroman.'! Most of these 
studies have been concerned with platelet ad- 
hesiveness, although the actual number of plate- 
lets has been considered by some‘ to be at fault. 
Our studies in this regard have been scant and 
extremely superficial. Only six patients who were 
subjected to venous dissection at autopsy had 
been studied in the antemortem period. For the 
six weeks period before death these patients had 
had blood platelet counts performed twice a 
week. At autopsy definite venous thrombi were 
found in four of the series, and in two they were 
absent. The results are presented in Table III; 
and in summary it may be stated that the average 
platelet count in the two cases without venous 
thrombosis was 293,000 per c.mm., while it was 
332,000 in the four cases with thrombosis. The 
series is too small for a definite conclusion to be 
drawn; but it would appear that the platelet 
count is of little value in predicting incipient 
venous thrombosis. 


DISCUSSION 


From the results presented in this paper, it is 
evident that abnormalities in those blood com- 
ponents which were studied in our various ex- 
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periments were not concerned in the precipita- 
tion of the venous thrombi encountered at 
autopsy. It is possible, of course, that derange- 
ment of other components may have been at 
fault; but from the evidence at hand we are in- 
clined to minimize the importance of abnormal 
blood coagulability, in general, in the causation 
of venous thrombosis. 

One other theoretical precipitating factor has 
also been eliminated in our series—the factor of 
local injury to the vein wall. Complete serial 
section of a large number of tiny, incipient 
venous thrombi has been made, but in none was 
there any lesion in the vein wall which might 
conceivably have initiated thrombosis. Thus, by 
elimination, we are inclined to favour the theory 


- that venous stasis is the most important factor 


in the etiology of bland venous thrombosis. And 
this is supported, strongly, by our finding that 
most venous thrombi, particularly the small early 
ones, originate in the apices of valve pockets, a 
location where stasis of venous blood should be 
maximal. The practical significance of these ob- 
servations, deductions, and conclusions will be 
discussed in detail elsewhere, but in brief it 
would seem that the prevention of venous throm- 
bosis in postoperative surgical patients hinges on 
the preservation of an adequate venous return 
from the legs. 


SUMMARY AND CONCLUSIONS 


The importance of the “antithrombin,” fibrino- 
gen B, vitamin E, total fibrinogen, and fibrino- 
lysin of the blocd, and of an increase in the blood 
platelet count, in the precipitation of venous 
thrombosis has been evaluated critically by 
comparing the antemortem levels of these sub- 
stances in seriously-ill patients with the presence 
or absence of venous thrombi as determined at 
autopsy. No correlation was obtained between 
the levels of these materials and the pathological 
findings. It is concluded that abnormal blood 
coagulability, of the types studied, is probably 
not concerned in the etiology of bland venous 
thrombi in the lower extremities. 


We are indebted to Dr. C. MacLeod, Superintendent 
of Westminster Hospital, for his co-operation; to Mr. T 
Moffatt for his invaluable technical assistance; to Miss 
G. Blezzard for the platelet counts; to Mrs. G. Strickland 
for the histological preparations; and to Mr. D. Pulham 
for the photography. 


REFERENCES 


1. McLACHLIN, J. AND PATERSON, J. C.: Surg., Gynec. & 
Obst., 93: 1, 1951. 

2. Paterson, J. C. AND MCLACHLIN, J.: Surg., Gynec. € 
Obst., 98: 96, 1954. 








Canad. M 
May 1954, i 70 





. PATERSON, J. C., MCLACHLIN, J.. MCFARLANE, R. M. 

AND PAUL, R. ae To be published. 

. GAGE, M.: J. A. M. 151: 433, 1953. 

Kay, J. H., Hutton, ¢ “TR., WEIss, G. H. AND OCHSNER, 

A: Surgery, 28: 24, 1950. 

; COMMIID, i AND LYONS, R. N.: Brit. J. Surg., 35: 

MACFARLANE, R. G.: Lancet, 1: 10, 1937. 

Idem: Personal communication, 1950. 

. QUAIFE, M. L., SCRIMSHAW, H. 'S. AND Lowry, O. H.: 
J. Biol. Chem., 180: 1229, 1949, 

. GOLDMAN, L.: Unpublished results during M.Sc. study 
University of Western Ontario, 1950. 

. MooLtTon, S. E. AND VROMAN, L.: Am. J. Clin. Path., 
19: 701, 1949. 

2. MCLACHLIN, J., PAUL, R. on AND PATERSON, J. C.: 
Surg., Gynec. & Obst., 94: 297, 1952. 

. SMITH, W. B., ROSENFELD, L. AND SHINOWARA, G,. Y.: 

. Bust, C. EL ‘AND TAYLOR, N. B.: The Physiological 

Basis of Medical Practice, 5th ed., Williams and 

Wilkins Company, Baltimore, p. 122, 1950. 


ooc-] a ST ee eo 


—_— —- 
so - & 


ee 
mW 


CARCINOMA IN THE 
CERVICAL STUMP* 


R. W. IRWIN, M.D.,* Montreal 


CARCINOMA OF THE UTERUS is second only to 
carcinoma of the breast as a cause of cancer 
deaths in females. According to Morris and 
Meigs” carcinoma of the uterus constitutes 19.3% 
of cancer deaths and in the period 1942-44 was 
responsible for 2.5% of the female deaths from 
all causes in the State’ of Massachusetts, U.S.A. 
They state that it is likely that about 80% of 
all recorded cancer of the uterus is cancer of 
the cervix. In contrast to these figures, the com- 
parable incidence in the Province of Manitoba 
is much less, being only about one-half as great. 
Figures from the Manitoba Cancer Institute 
show that in the years 1944 to 1952, carcinoma 
of the cervix was responsible for 6.8% of all 
female cancer deaths and for 1.05% of female 
deaths from all causes in the province. In an 
effort to reduce this heavy toll, several methods 
of combating the disease have been used. Edu- 
cational campaigns, periodic pelvic examinations, 


and cytologic studies have all contributed to 


some extent. However, in spite of these, many 
cases are still diagnosed at a late stage of the dis- 
ease with consequent high mortality. 

A small percentage of carcinoma of the cervix 
is discovered in the cervical stump following sub- 
total hysterectomy. If one accepts that carcinoma 
of the cervix has a long prodromal premalignant 
change or lengthy initial period of non-invasive 
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carcinoma, one must conclude that undetected 
cancer was present in the cervix at the time of 
operation in some cases. In others, the interval 
between surgery and diagnosis is longer, and it 
becomes more likely that the cancer arose in 
the cervical stump after operation. 

With these facts in mind, it becomes obvious 
that possible co-existent carcinoma must always 
be excluded when treating a patient for other 
gynecological conditions. Thorough pelvic 
examinations, diagnostic curettage, cervical 
biopsy and cytologic studies help to prevent un- 
witting neglect of a carcinoma. 

What of the cases where carcinoma develops 
in the cervical stump after the subtotal hyster- 
ectomy? Many of these women could have been 
treated prophylactically by removing the carci- 
noma-bearing area. In other cases such a pro- 
cedure would have eliminated non-invasive 
or very early invasive carcinomas. Because of 
this, many authorities are convinced that a sub- 
total hysterectomy should not be done when the 


total operation can be performed without 
jeopardizing life or significantly increasing 
morbidity. 


In the Winnipeg General Hospital both types 
of operation are done. Of 516 abdominal hyster- 
ectomies, performed from Dec. 1947 to March 
1953, 285 were total and 231 subtotal. No 
fatalities resulted from the subtotal operation; 
the one death following total hysterectomy re- 
sulted from electrolytic imbalance following 
paralytic ileus and was in no way associated 
with the type of abdominal surgery. During the 
period from May 1944 to Dec. 1951 in this same 
hospital, the Manitoba Cancer Institute’s Tumour 
Service recorded 21 cases of epidermoid carci- 
noma of the cervix discovered following sub- 


























TABLE I. 





Subtotal hysterectomy 
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total hysterectomy. These constitute 5% of the 
total number of cases of carcinoma of the cervix 
registered in the same period of time. Seven of 
these were discovered within 2 years of the 
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operation and these cancers were almost certainly 
present at the time of surgery. It is quite possible 
that a total operation might have cured some of 
these. Of the 14 cases which were discovered 





TWENTY-ONE CASES OF EpIDERMOID CARCINOMA OF CERVICAL STUMP OCCURRING AT THE WINNIPEG GENERAL Hospirat May 1944 - Dec. 1951 





Interval 


Carcinoma of the cervix 


Date | 
























































































































































































































| Date Date 
| between op. Date of of con- | of first| of last Date | 
| and cancer Age at onset of sulting | treat- | examin- of Gross 
Date | Diagnosis symptoms diagnosis Symptoms symptoms doctor ment ation death lesion Stage | Grade 
1915 | ? 348 months 60 Hemorrhage July Aug. Sept. ? Mar. | Ulcerating 3 2 
| discharge 1944 1944 1944 | 1947 | 
pain frequency | 
and burning | 
1944 Fibroids -72 months 45 Hemorrhage 1938 1941 | Apr. Oct. Uleerating 2 3 
discharge 1946 1952 
Nov. | Fibroids 0 months 36 Hemorrhage Nov. Nov. Mar. Oct. Ulcerating 2 3 
1942 discharge 1942 1942 1943 1952 | 
pain 
July Metritis -—5 months 36 Hemorrhage Feb. May Mar. Nov. | Ulcerating 2 2 
1946 | fibrosis uteri | | discharge 1946 1946 1947 1952 
| chronic pain 
| salpingitis | 
eoscninicicie nd cageiceinintlacetnantngiceiied iecchiakeie eccrine ers ll al aaa fa ki | calito wi bins ” 
June Adenomyosis 9 months 53 Hemorrhage Mar. May June Aug. | Ulcerating 2 2 
1949 | discharge 1950 1950 1950 1952 
| back pain 
| weight loss 
1930 | Fibroids? 228 months 49 Hemorrhage Nov. Dec. Jan. Apr. | Ulcerating | 1 or 2 2 
| | discharge 1949 1949 1950 1953 | | 
| pain | | 
| | weight loss | | | 
1940 | Functional 108 months 58 Hemorrhage Feb. Sept. | Sept. July | Ulcerating 1 2 
bleeding discharge 1949 1949 1949 1953 | 
1943 | Uterine 36 months 54 Hemorrhage Nov. Oct. Oct. Oct. ? 1 3 
bleeding weight loss 1946 1947 1947 1951 | 
July ? 6 months 55 Heemorrhage Jan. July Oct. Mar. Ulcerating 1 2 
1948 weight loss 1948 1948 1948 1953 
low abd. pain | 
1933 | Uterine 180 months 48 Hemorrhage Jan. Dec. Dec. Apr. 1 2 
bleeding R.L.Q. pain 1948 1948 1948 1953 
1927 Fibroids | 252 months 62 Hemorrhage Nov. Dec. Dec. May Granular 1 2 
discharge 1948 1948 | 1948 | 1952 | 
weight loss 
| | | nocturia | 
akieipgebinaton Seana anit a = ane suet eoel — |- ” nndueemmpnentintal saeepitinapiibesstl 
1948 ? 24 months 64 Hemorrhage Dec. Aug. Aug. Mar. 1 2 
discharge 1950 1951 1951 1953 .| | 
1930 ? 156 months 49 Hemorrhage Apr. Apr. Apr. Aug. | Papillary 2 2 
low abd. pain 1943 1943 1943 1951 
1938 | Hypertrophic 60 months 50 Spotting Oct. Apr. May Nov. | Uleerating 3 2 
endometritis pain in right 1943 1944 1944 1944 
groin, tiredness 
Nov. ? ~7 months 41 Apr. Apr. Dec. Mar. | Ulcerating 4 
1944 1944 1944 1944 1945 
Dec. | Hemorrhage -5 months 63 Hemorrhage July Dec. July Dec. | Uleerating 3 3 
1940 | discharge discharge 1940 1940 1944 1946 
abd. pain 
weight loss 
1940 | Ectopic 96 months 49 Hemorrhage Mar. June June | May | Ulcerating 2 2 
abd. abscess discharge 1948 1948 1948 1949 
| pain 
1944 ? 36 months 64 Hemorrhage Feb. July July Dec. | Papillary ? 3 
1947 1947 1947 1948 | ulcerating 
May | Hemorrhage -48 months 42 Hemorrhage 1942 Dec. Nov. Feb. | Papillary 3° 2 
1946 | discharge foul discharge 1945 1946 1950 
1932 | Fibroids 96 months 60 Discharge 1939 Apr. 1942 Jan. Ulcerating 2 3 
back pain 1942 | 1945 5 
weakness 
weight loss | 
1940 | Bleeding? 36 months 42 Hemorrhage June Feb. Feb. Jan. 3 2 
discharge 1943 1944 1944 1945 
pain. weakness 
weight loss 
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TABLE II. 
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CoMPARATIVE SURVIVALS OF CASES DYING FROM CERVICAL CARCINOMA. 


‘Dea d 





| | 


Untraced Average survi- 














Living Carcinoma Percentage 
Type of cases Total cases |April 1, a“ April 1, 1953 of cervix Other causes |presumed dead dead val in months* 
Bhai ER eS yep wt be she i eons E : = Dermat at 
Carcinoma in 
cervical stump....... | 21 19 | 11 10 l 0 | 47 .6 18 
Carcinoma of cervix 
with intact uterus... .| 396 193 203 | 181 11 11 | 51.0 24 





*Survival is calculated from time of first treatment until death. 


a 





more than 2 years following subtotal hyster- 
ectomy, most if not all would have been cured 
by the total operation, and the 6 cases with a 
10 year or longer interval following operation 
would not have developed carcinoma of the 
cervix. These conclusions agree with the litera- 
ture on the subject from this continent. An inter- 
esting opposing opinion is that of Dargent* who 
states that carcinoma of the cervical stump has 
no greater incidence than carcinoma arising in 
the vaginal scar following total hysterectomy. 


Certain arguments have been advanced in 
favour of subtotal hysterectomy. For example it 
has been said that complete removal of the 
cervix leaves a “dry” vagina making coitus diffi- 
cult. It seems unlikely that this is a serious prob- 
lem. Bartholin’s and Skene’s glands are said 
usually to produce adequate secretion, and in 
any case artificial lubricants can be used. A 
second viewpoint often cited is that the cervical 
stump allows for a token menstrual flow which 
is important psychologically to the patient. In 
this respect, one must remember that most of 
these patients are already at or beyond the meno- 
pause. In younger women, the operation is often 
performed for relief of symptoms of menorrhagia 
and metrorrhagia and presumably most of these 
women are pleased to be rid of their menstrual 
flow. 


It seems likely that subtotal hysterectomy may 
give the patient a false sense of security. In this 
series, only 3 patients consulted a doctor as soon 
as symptoms were noticed. The average duration 
of symptoms prior to such consultation in the 21 
cases was 8.9 or approximately 9 months with 
a maximum period of 3 years. This is consider- 
ably longer than the average delay period of 5 
months among all carcinoma of the cervix cases 
registered with Tumour Service in the year 1952. 
In 14 cases, treatment was instituted within one 
month of the first visit of the patient to the 
doctor regarding her carcinoma symptoms. In 6 


cases the treatment of the carcinoma was de- 
layed from 3 to 60 months. The history of the re- 
maining case was inadequate for estimating 
delay periods. 

The symptoms of carcinoma of the cervix are 
not altered by removal of the corpus uteri. 
Bloody discharge was the initial complaint in 
15 cases and a later complaint in 5. Fourteen 
had vaginal discharge other than blood. Thirteen 
had pain, mainly lower abdominal and back in 
distribution. Eight had loss of weight of up to 
20 Ib. The average age at diagnosis was 51 years, 
with a range of 36 to 64 years. The lesions were 
predominantly ulcerating, only 4 being described 
as papillary or granular. The grade of the tumour 
had little relation to survival time, but staging 
was of considerable prognostic importance. No 
patient in this series with stage I carcinoma died. 

Ten of the patients died of carcinoma of the 
cervix, having survived an average of 18 months 
from the date of first treatment of carcinoma, 
with a survival range of 3 to 39 months, One 
other patient died 100 months after the date of 
first treatment of carcinoma from hypertension 
with subarachnoid hemorrhage. 

An effort was made to compare this group 
with a larger group of 396 cases of carcinoma 
of the cervix, who did not have previous hyster- 
ectomy. These were recorded in the Manitoba 
Cancer Institute Fumour Registry during the 
same period of time. The results of this analysis 
are shown in Table II. 

The 21 cases of cervical stump carcinoma is 
so small a number that conclusions have no 
statistical significance. Comparison of average 
survival in months suggests that the survival 
time is less in those having subtotal hysterectomy 
than in the larger group. The lessened survival 
time may be due to a number of factors, These 
include a longer delay period in seeking medical 


advice, and incomplete surgical procedures 
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which result in unfavourable anatomic situations 
for subsequent radiation therapy. 

The 10 patients in the series who are living 
were all clinically free of carcinoma at the last 
recorded follow-up examination. They have sur- 
vived an average of 55.8 months from the date 
of first treatment of carcinoma to last examina- 
tion with a range of 19 to 115 months. The 
average survival period from the first treatment 
of carcinoma until September 1953 is 65.3 months 
with a range of 25 to 126 months. Four patients 
have survived more than 5 years. 

One must conclude that in this centre, total 
hysterectomy has no significantly greater mor- 
tality than the subtotal operation and, in the 
absence of contraindications, is the operation of 
choice. Routine use of the total operation might 
have resulted in a reduction of deaths due to 
carcinoma of the cervix. 


SUMMARY 


1. There were 417 cases of carcinoma of the 
cervix reported in the Province of Manitoba be- 
tween May 1944 and December 1951. 

2. Carcinoma of the cervix accounted for 
1.05% of all female deaths and 6.8% of all 
female cancer deaths, in the same period. 

3. Subtotal hysterectomy had been previously 
performed in 21 cases of carcinoma of the cervix. 

4, Of 516 abdominal hysterectomies performed 
at the Winnipeg General Hospital from 
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December 1947 to March 1953, 285 were total 
and 231 were subtotal. 


5. The difference in mortality rates between 
the two operations was not significant. 

6. Subtotal hysterectomy would appear to have 
given the patient a false sense of security, with 
consequent delay in consulting a physician. 

7. Symptoms of carcinoma of the cervix aris- 
ing in the stump do not differ from those where 
the uterus is still intact. 


8. Routine use of total hysterectomy, where 
not contraindicated, might reduce the death rate 
from carcinoma of the cervix. 


I wish to express my gratitude to Dr. Georgina Hogg, 
Department of Pathology, The Winnipeg General Hos- 
pital, for editing and adding much valuable information, 
also to Dr. D. W. Penner, Department of Pathology, The 
Winnipeg General Hospital, for the initial idea and many 
helpful suggestions. I am also indebted to the Tumour 
Service and Tumour Registry of the Manitoba Cancer 
Relief and Research Institute, for assembling the sta- 
tistics and for the use of their records. 
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PRELIMINARY INVESTIGATION 
OF A HYDROLYSED DEXTRAN* 
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R. E. SEMPLE, Ph.D.,{ Toronto 


DeExTRAN is a polymer of glucose which is syn- 
thesized from sucrose by bacterial action. It can 
be hydrolysed and fractionated to yield a product 
which is of use as a plasma volume expander. 
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Hydrolysed dextran is now generally referred to 
simply as dextran and this usage is adhered to 
in the present paper. The material was given 
its first clinical trials in Sweden in 1943' and 
it is now accepted by many careful workers as 
a safe and satisfactory substitute for plasma and 
serum in the prevention of irreversible shock. 
The clinical applications of dextran and its fate 
in the body have recently been reviewed.” * 
Dextran produces fewer toxic reactions than do 
plasma and serum; it does not carry with it the 
danger of infection from serum hepatitis; it dis- 
appears from the body as a result of excretion 
and gradual metabolic breakdown; it is less ex- 
pensive to prepare than plasma and serum; and 
its composition can be controlled satisfactorily in 
large scale production. 
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The dextran preparations used in Canada up 
to the present time have been imported from 
Sweden, the United Kingdom and the United 
States. Because it seemed of importance to have 
a local source for civil defense purposes, the 
Connaught Medical Research Laboratories re- 
ceived support from public health grants to de- 
velop the facilities and experience required for 
its production. 


The physical characteristics of dextran (Con- 
naught), and its effects in normal dogs, have 
already been described by one of the present 
authors. Its effects on dogs in hemorrhagic 
shock have also been studied.® The information 
from experiments with dogs may be summarized 
briefly: 


Studies on dogs.—Nineteen normal dogs received, by 
intravenous infusion, a volume of 5.5% Tice solution 
equivalent to about 23% of their control plasma volumes. 
No acute or chronic disturbances were noted in the 
animals which were treated, nor did blood and plasma 
analysis reveal any significant changes in important blood 
constituents, other than those which might be ascribed to 
dilution. Infusion brought about an immediate increase 
in plasma volume somewhat smaller than the amount 
administered. Using two different lots of dextran, 37 and 
41% of the infused material was excreted within 48 hours 
after administration. On an average 66% of the material 
was found in the blood 6 hours after infusion, 42% 24 
~ hours after and small amounts were still detectable 60 
hours after infusion. 

Another series of dogs was bled using the technique 
of Walcott® and untreated dogs died in from 4 to 8 
hours after hemorrhage. Ten dogs in which the lost blood 
was replaced by an equal volume of dextran all lived for 
more than 24 hours and eight survived indefinitely: the 
blood pressure and circulating blood volume of these 
animals were restored to approximately normal levels 
and were maintained at these levels in the animals which 
survived. Regeneration of the protein lost during hemor- 
rhage was rapid. Immediately after dextran infusion the 
quantity of circulating protein was reduced, on an 
average, to 48% of the control value: but it had re- 
turned approximately to the control value 4 days later. 
Dextran could be detected in the serum of the dogs 
which had undergone hemorrhage for more than 96 
hours after infusion. On an average 36% of the infused 
dose was recovered from the urine during the 48 hour 
period following administration of the material. 


CLINICAL INVESTIGATION 


The following is a description of the initial 
clinical trials with dextran (Connaught) in the 
Toronto General Hospital and in the Hospital 
for Sick Children, Toronto, The purpose of the 
work was to make sure that dextran, when ad- 
ministered intravenously to human subjects, is 
similar in its behaviour to clinically useful forms 
which have been studied elsewhere. It seemed 
of particular importance to determine whether 
the material causes disturbing signs and symp- 
toms; whether it produces an expansion of 
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plasma volume; whether it remains in the blood 
stream long enough to be useful in the treatment 
of shock; and whether it brings about important 
changes in the constitution of the blood. 


Methods.—Between November 1952 and July 1953, 
34 patients, 25 adults and 9 children, were observed dur- 
ing and after the intravenous administration of varying 
quantities of dextran. Twenty-two of the adults and four 
of the children were in hospital for the investigation and 
treatment of chronic illness, and were thought to be free 
from all features of shock at the time the dextran was 
administered. Three of the adults and five of the children 
received dextran as part of the anti-shock measures for 
treatment of burns or trauma. 

The dextran was a 5.5% solution which contained 
0.9% sodium chloride: the quantities administered to 
the 26 patients not in shock were 500 c.c. to each of 
7 adults, 1,000 c.c. to each of 15 adults, 250 c.c. to 
each of 3 children aged 5 to 11, and 200 c.c. to one 
child of 4 years. The time required for administration 
was usually 2 to 3 hours. The largest quantities given to 
the shocked patients were 2,250 c.c. to an adult in post- 
operative shock and 500 c.c. to a 4 year old child with a 
three-hour-old 40% (30% third degree) flame burn. 

Records of temperature, pulse and respiration were 
kept on all patients during and for at least two days after 
the administration of. dextran. All patients were observed 
for undesirable symptoms and signs which might have 
been attributed to the injection. Laboratory studies, made 
on patients not in shock during the course of the study, 
included blood typing; the erythrocyte sedimentation 
rate, white blood count, hematocrit, and hemoglobin 
concentration in whole blood; the concentration of non- 
protein nitrogen, total protein and albumin in plasma; the 
concentration of diphtheria antitoxin and dextran in 
serum; the concentration of dextran in urine; and the 
determination of plasma volumes. Each of the determina- 
tions was carried out on 4 to 10 of the patients. Routine 
urinalyses were carried out at various times after dextran 
administration in 7 patients. Dextran determiuations were 
carried out: by the use of the anthrone reagent.? Blood 
and plasma volumes were determined by the radio- 
active phosphorus. P?2, method’ or by the T-1824— 
heematocrit method. 


RESULTS 


General.—No important unfavourable reactions 
were observed. One 65 year old male had a 
slight chill half an hour after receiving a 1,000 
c.c. infusion; and an 11 year old child experi- 
enced slight nausea, a few abdominal cramps 
and mild diarrhoea of one hour’s duration after 
receiving a dose of 250 c.c. In two patients there 
was a one degree elevation of temperature for 
short periods during the first 24 hours after 
receiving dextran. 


Blood changes. — Sedimentation rates were 
markedly elevated immediately after dextran; 
they were lower but still abnormally high 96 
hours later. White cell counts and non-protein 
nitrogen levels were not appreciably affected: 
diphtheria antitoxin titres were unaltered: hzmo- 
globin concentrations, hzmatocrit levels. and 
protein concentrations in serum were reduced 
immediately after dextran had been given, but 
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haemoglobin-hzematocrit ratios were not affected. 
Albumin-globulin ratios were not consistently 
altered. 

The table shows in detail the laboratory find- 
ings in the case of a 6 year old, 32 Ib. girl, 


TABLE I. 
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produces a slight and transitory effect. The aver- 
age increase in plasma volume, calculated on the 
basis of the original value and the change in 
hematocrit in the six patients who received 1,000 
c.c. of dextran, was 991 c.c. In three patients 
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convalescing from treatment for congenital dis- 
location of the hip, who received 250 c.c. of 
dextran over a 2 hour period. It is presented as 
a typical illustration of the changes which occur 
after dextran administration. 

Blood volume changes.—Using serial hemato- 
crit determinations and blood P** concentrations 
blood volume changes were followed in three 
groups of adult patients over a 4 hour interval. 
All patients remained quietly in bed during the 
tests. The first group of six patients received 
no treatment; the second group of four patients 
each received 1,000 c.c. of physiological saline 
intravenously over a 3 hour period; the third 
group of four patients each received 1,000 c.c. 
of dextran intravenously over a 3 hour period. 
In the control group there was no significant 
fall in hematocrit. The 12% decline occurring 
in P** concentration in four hours in the control 
group is the normal result of the disappearance 
of this material from the tagged cells. In the 
group receiving saline the hematocrit value fell 
6% in 3 hours, at the termination of the infusion, 
but it had returned to its original level one 
hour later. In the group receiving dextran the 
haematocrit value fell 18% and the reduction was 
maintained at the end of an hour after comple- 
tion of the infusion, The decline in P*? concentra- 
tion was correspondingly greater than for the 
control group. Fig. 1 depicts the results in three 
individual experiments in each group. 

These observations in individuals not in shock 
indicate that dextran causes an expansion of 
plasma volume which persists for at least one 
hour after the infusion. By comparison saline 


blood volume determinations were performed 
using the P*? method before and immediately 
after a 1,000 c.c. infusion of dextran, and the 
average increase was 1,023 c.c. 


THE EFFECT OF DEXTRAN AND SALINE ON 
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Longer term effects were studied in five pa- 
tients not in shock. After an initial plasma volume 
determination by T-1824 these patients were 
given a 1,000 c.c. infusion of dextran, The plasma 
volume determination was repeated in each case 
10 to 18 hours after completion of the infusion. 
The average increase in plasma volume was 
158 c.c. 

Blood typing.—No difficulty was experienced 
in typing the blood of four adults who were 
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given 500 c.c. infusions or in four children who 
were studied. In the case of one child with 
O(Rh-++) blood the Rh factor was unusually 
slow in manifesting itself after the infusion. 

Blood levels of dextran.—Dextran in serum 
declined to about 70% of the immediate post- 
infusion levels in six hours and to 50% of the 
post-infusion levels in 24 hours. Only two of the 
patients, who were children, were followed for 
96 hours and in these the serum levels were 
about one-quarter the immediate post-infusion 
values at that time. Fig. 2 indicates the rate of 
decline of dextran level in serum in the children 
studied. 
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Analysis of urine. — Routine urinalyses after 
dextran administration revealed no albuminuria. 
Urinary excretion of dextran was determined in 
two adults and in four children not in shock and 
in one child under treatment for a 40% (30% 
third degree) burn. In the subjects not in shock 
urinary excretion accounted for 26 to 51% (aver- 
age 85%) of the administered dose in the first 
24 hours and from 3 to 6% in the second 24 
hours. The burned patient excreted 20% of the 
infused dextran in the first 24 hours and 3% in 
the second 24 hours. Fig. 3 is presented to in- 
dicate the rate at which dextran is excreted in 
the urine. ; 

Surgical shock.—Dextran was given to eight 
patients suffering from shock due to trauma 
or burns. Satisfactory clinical response with re- 
covery occurred in six cases, but two patients 
died of complications other than surgical shock. 
Incomplete blood volume data indicate a greater 
long-term expansion of plasma volume by 
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dextran in shocked patients than in those not in 
surgical shock. 


DIsCcUSSION 


The sequence of events which has been ob- 
served to follow the infusion of dextran (Con- 
naught) in subjects not in shock is similar in 
most respects to that reported for other dextrans? 
and it may be outlined as follows. During the 
infusion there is a fall in hemoglobin, hemato- 
crit and protein concentration in serum which is 
due to hemodilution and is proportional to the 
amount of fluid infused. There is an expansion 
of plasma volume approximately equal to the 
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quantity of fluid:infused. Urinary excretion of 
dextran is very rapid for the first 2 or 3 hours 
after completion of the infusion and the rate of 
excretion falls off to unimportant levels by the 
end of 24 hours. In the post-infusion period 
there is an early rapid fall in the dextran concen- 
tration of serum which corresponds to the early 
rapid phase of dextran excretion in urine (see 
Figs. 2 and 3). After 24 hours there is a gradual 
decline in serum concentration. It is likely that 
the rapid early loss is due to easy passage of 
smaller molecular weight particles (below 25,000) 
through the glomerular filter. The subsequent 
gradual decline in blood concentration probably 
represents metabolic breakdown and slow excre- 
tion by renal and non-renal routes. Plasma 
volume begins to contract soon after infusion 
and normal volume has been re-established with- 
in 6 to 18 hours. 


The mechanisms which normally exert con- 
stant and remarkably exact control over the 
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blood volume, and those by which high molecu- 

lar weight colloids (such as dextran) expand 

plasma volume, have not been satisfactorily de- 

fined. According to the classical concept plasma 

volume expanders exert osmotic effects which 

serve to keep fluid within the vessels or even to 

draw fluid into the vessels from the interstitial 

spaces. It is striking, in our experience, that 

plasma volume begins to contract in normal dogs 

and in humans not in shock soon after infusion. 

The return of plasma volume to normal values 

occurs at a time when a substantial proportion of 

the infused dextran remains in the circulatory 

system and while the total quantity of protein in 

that system remains substantially unaltered. In 

the children studied the haemoglobin, hzmato- 

crit and serum protein concentrations, which 

were reduced by hemodilution immediately after 

infusion (see table), continued to be low for as 

long as 96 hours. However, when blood loss due 

to sampling was taken into account, there was 

no evidence of hzemodilution 3 to 6 hours after 

completion of the infusion. In adult humans not 

in surgical shock repeat determinations of plasma 

volume 10 to 18 hours after 1,000 c.c. infusions 

revealed an insignificant increase in plasma 

volume (158 c.c.) above the control values. In 

normal dogs six hours after infusion of com- 

parable volumes of the dextran‘ there was no in- 

crease in plasma volume above the control value. 

These findings would appear to conflict with the 

view that maintenance of plasma volume, after 

administration of a plasma volume expander, is 

directly dependent upon the water held in the 

system by the colloid of the expander. It may be 

that in the injured subject, as in the normal sub- 

ject, plasma volume expansion which is directly 

due to the plasma substitute is short-lived. Ac- 

cording to this concept the plasma volume ex- 
pander acts mechanically for a short time in the 
shocked subject to prevent circulatory collapse 
and in this time the mechanisms which normally 
control plasma volume assert themselves. 

A few samples of dextran submitted to clinical 
trial by other workers*:? have produced un- 
pleasant and even alarming reactions of an aller- 
gic or pyrogenic type, but it is encouraging that 
the material used in the present study has pro- 
duced few and minor ill effects. Laboratory 
studies of blood changes did not reveal un- 
desirable effects and elevation of sedimentation 
rate is a transient phenomenon. associated with 


the infusion of any colloid material. Detailed 
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studies of renal function were not carried out, 
but the unchanging N.P.N., the absence of 
albuminuria, and the subsequent uneventful 
course of the patients provide no suggestion of 
nephrotoxicity. Studies in normal animals* 
established that there was no decrease in the 
amount of circulating total serum protein or its 
fractions as a result of the introduction of the 
unnatural colloid material. Lowered serum pro- 
tein concentrations may be accounted for by 
dilution alone, and diphtheria antitoxin titre, 
related to the globulin fraction, was not appre- 
ciably altered. It is of some practical importance 
that no difficulty in blood typing was experienced 
after dextran administration. 

The absence of undesirable effects does not 
suffice to recommend a plasma substitute. On the 
positive side it has been shown that the infusion 
of this material results in the survival of dogs 
subjected to an otherwise fatal heemorrhage; that 
it will expand the plasma volumes of normal dogs 
and of normal human beings; and that it is of 
value in reversing the clinical features of shock in 
humans. 


CONCLUSIONS 


Dextran, a plasma substitute, as prepared 
in the Connaught Medical Research Laboratories 
has been subjected to clinical and laboratory 
testing. 

It produces an immediate expansion of plasma 
volume in non-shocked humans and dogs. 

It is of value in the prevention of irreversible 
shock after trauma, hemorrhage and burns. 

It is similar to clinically useful forms of 
dextran which have been studied in Sweden, in 
the United Kingdom and in the United States 
with regard to its effects on the blood and urine. 

It is free from serious toxic effects. 
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Case tT Teo 


DIVERTICULITIS OF 
THE RECTUM 


THOS. N. TWEDDELL, M.D.C.M., F.A.CS., 
Kingston, Ont. 


Diverticu.itis of the colon, especially the pelvic 
portion, is quite common but to find this condi- 
tion occurring in the rectum is very unusual. The 
history, signs and symptoms, clinical examina- 
tions and x-ray studies may closely mimic 
malignancy of the rectum as the case to be 
described will well illustrate. 


The patient was a well developed and well nourished 
male, age 64. His complaints were of constipation for 
one year, and pain in the lower abdomen and rectum 
for two weeks. 

The real start of his symptoms came two weeks before 
his admission to the Hotel Dieu Hospital, Kingston, Ont. 
While on a visit to another city, he had a sudden onset 
of severe pain in the right upper abdominal quadrant 
with nausea and vomiting. He was admitted to hospital 
and these symptoms soon subsided, and subsequent in- 
vestigation gave no satisfactory explanation for them. 
However, on routine examination he was found to have 
a large mass in his rectum. Two sigmoidoscopic examina- 
tions were done and biopsies taken, which, on patho- 
logical examination, were entirely free of evidence of 
malignancy. However, it was felt clinically that he had 
a carcinoma of the rectum. As he was very anxious to 
return home he was discharge’, and was admitted: to 
the Hotel Dieu Hospital, two days later. 

On going into his history it was found that he suffered 
from increasing constipation over the past year but no 
diarrhoea, blood or mucus in his stool, etc. He has also 
tired easily, and lacked his usual vigour and endurance. 
He had lost considerable weight over the past year. 

Functional enquiry revealed a long attack of jaundice 
some four years ago, with sudden disappearance of the 
jaundice following a severe attack of abdominal pain. 
This, with a history of flatulent dyspepsia, nausea at 
times, and aversion to fatty and greasy lode suggested 
chronic gall-bladder disease, but this, to date, has not 
been proven. 

General physical examination was essentially negative. 
Blood examinations were all within normal limits except 
for a moderate leucocytosis and elevated sedimentation 
rate. On rectal examination a large, tender, solid irregular 
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mass could be felt in the anterior wall of the rectum 
about two inches from the anal orifice. Procto-sigmoid- 
oscopic examination confirmed this, and the findings were 
compatible with carcinoma of the rectum. Two biopsies 
were taken, and. the second punch opened into a small 
abscess cavity with the escape of a small amount of foul 
pus. Pathological examination of these biopsy specimens 
was negative for malignancy. Previous barium enema 
had shown the picture of a typical carcinoma of the 
rectum, and on this basis, along with our clinical findings, 
we concluded that this was a malignancy of the rectum 
and planned our treatment accordingly. It must be stated 
here that the possibility of a diverticulitis of the rectum 
was not entertained at any time. 

A primary abdominoperineal resection of the rectum 
was done. At operation there was no evidence of a 
secondary carcinoma and we did not feel that the patho- 
logical process extended above the peritoneal reflection. 
No particular difficulty was experienced, and the patient 
made a fairly uneventful recovery. Pathological examina- 
tion revealed no evidence of malignancy, but all the 
characteristics of a diverticulitis of the upper rectum and 
encroaching on the sigmoid colon. 


DIsCcussION 


Diverticula of the rectum are extremely rare. 
This view, we believe, is held by most procto- 
logists and roentgenologists. However, this case 
illustrates that they can occur, and perhaps the 
condition is more common than universally 
thought because subsequent diverticulitis and its 
complications do not occur; or other bowel com- 
plaints do not arrive at investigation and our 
autopsy records do not embrace all deaths. This 
case also points out the indistinguishability of 
diverticulitis from cancer in some cases. The 
treatment accorded here we believe to have been 
the proper, indeed the only one to follow. Even 
if the true diagnosis of diverticulitis had been 
made before operation, the establishment of a 
colonic stoma to rest the distal portion of the 
colon for a long period with subsequent closure 
and resumption of normal bowel function is, in 
our opinion, not good surgery. The danger 
of a recurrence of the diverticulitis is not only 
possible, but probable. Of even more importance, 
is the ever present fear of a co-existing malig- 
nancy or its subsequent development at the site, 
although there is no factual evidence of a causal 
relationship between the two. 


SUMMARY 


A case of diverticulitis of the rectum is pre- 
sented, The clinical features are reviewed and 
the treatment discussed. 
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A CASE OF MALIGNANT 
GRANULOMA OF THE NOSE 
TREATED WITH CORTISONE®* 


MARTIN BANDLER? and 
A. CRAIG CAMPBELL, M.D., Halifax 


MALIGNANT GRANULOMA of the nose was first 
described by McBride in 1896.’ It is one of the 
rarest of conditions but nevertheless is highly 
characteristic. In general it is a progressive 
mortification. of the tissues of the face, starting 
in the nose and spreading centrifugally to involve 
surrounding structures by ulceration. No treat- 
ment so far has ever proved of any value and 
all cases are fatal. Despite the remorseless de- 
struction of tissue there is paradoxically an 
absence of toxzemia or leucocytosis. Unlike fungal 
conditions there is an absence of evidence of 
lymphatic spread to produce satellite lesions. 
Regional lymphadenopathy is not a_ feature. 
While the advancing edge may be slightly raised 
it is not of the order or hardness associated with 
tumour. When slowly developing it could be 
confused with other specific granulomata, but 
when rapidly developing could only probably be 
locally simulated by reticulosarcoma of the skin 
or tularemia, but the absence of general reac- 
tion and lymphadenopathy excludes the latter. 


Histologically the advancing edge shows a 
non-specific picture of granulation tissue which 
judging from the clinical progression must 
undergo necrosis and sloughing at only a slightly 
slower rate than the rate of formation. In some 
cases focal fibrinoid lesions of blood vessels 
have been identified in the granulation tissue 
and as scanty lesions in other organs at autopsy. 
This has been presumed to be an allergic phe- 
nomenon (hyperergic vasculitis?). The lesions 
are not, however, constant. Diagnosis is thus 
made by the characteristic clinical picture, by 
excluding specific granulomata, by the rather 
negative histological findings and the remorse- 
less progression, refractory to all treatment. 


Up to 1950 McCart collected 14 cases from 
the literature and added three. Woodburn and 
Harris* reported six new cases in 1951. In view 
of the occasional finding of evidence suggesting 
a hyperergic element cortisone and ACTH might 
be of value in treatment: Woodburn and Harris 


*From the Institute of- Pathology, Halifax, N.S. 
tIntern, (5th year). 





Canad. M. A. J. 
May 1954, vol. 70 


suggest this as offering a new hope. We report 
the present case because cortisone was given 
without any good effect. 


C.A., male farmhand, aged 18, was admitted to the 
EENT service of the Victoria General Hospital in August 
1953. He complained of a progressive erosion of the 
nose which first began in September 1952 as a small 
ulcer on the nasal septum which subsequently healed. 
In October 1952 the lesion recurred and the patient 
consulted a physician for the first time. Various salves 
were applied without benefit and the lesion progressed 
until the nasal septum was completely destroyed. He 
was then admitted to hospital. 


The patient’s general nutrition was excellent and there 
was no evidence of toxicity, except perhaps for slight 
fever and tachycardia (T. 99°, pulse 100, B.P. 120/80). 
There was obvious gross ulceration of the nose with com- 
plete destruction of the turbinates, the cartilaginous 
septum and involvement of the lateral nasal walls par- 
ticularly on the left side. The lesion was covered by a 
grey slough beneath which was a granulating surface. 
The invading edge of the lesion was smooth and well 
demarcated from the normal tissue and was spreading 
laterally into the tissues of the cheek and inferiorly into 
the upper lip. There was a solid cedema of the lip and 


' periorbital tissues (Fig. 1). 





Fig. 1 


The teeth were carious but there were no other 
abnormalities noted in the oral cavity. There were no 
palpable lymph nodes in the anterior or posterior 
triangles of the neck. 

A biopsy showed a mass of granulation tissue. There 
was no evidence of tumour and the appearance was non- 
specific. A second biopsy a month later showed the same 
picture. There was no evidence of fungal disease or 
known neoplastic conditions. Morphologically there 
appeared at first to be a proliferation of histiocytes and 
then total necrosis of the reacting cells and pre-existing 
tissues. Fibrinoid lesions were not demonstrated in the 
vessels or the collagen. Extreme hydropic change in the 
intact crypts of the ulcerating epidermis was present and 
was reminiscent of the lesion of fowl pox, but no in- 
clusion bodies were present. 

Repeated cultures for fungi, with special media and 
several sméars, were negative for all but contaminants. 
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Blood electrolytes and blood picture were normal 
except for an inconstantly elevated sedimentation rate. 
Urinalysis and serology were negative. 

a of the skull were normal. The nasal bones 


showed no evidence of primary destructive osteitis. The 
soft tissue defect was partially visualized on this film. 
The posterior wall lay in close relationship to the maxilla 
although this bone as seen on the lateral skull projec- 
tion appeared intact. Chest films were normal. 

Treatment.—The cavity was swabbed three times a day 
with 2% chlorophyll solution. He received 800,000 units 
of S.R. penicillin and 1 gm. of streptomycin daily. In 
August cortisone therapy was begun at a rate of- 200 
mgm. a day orally. A total of 8.4 gm. was given during 
his hospital stay of 42 days. 

From the time of admission until cortisone therapy 
was begun there was a relentless advance of the ulcera- 
tive lesion and increase in cedema of the facial tissues. 
During cortisone therapy there was a temporary de- 
crease in the facial cedema but the lesion continued to 
advance at a rapid rate and in the period of a month 
had completely destroyed the aank nasal walls and 
had eroded through the hard palate into the mouth. The 
result of cortisone therapy was disappointing. If anything, 
the disease became worse rather than improved. The 
patient went home at his family’s request and died un- 
anenomy in coma a week later. No autopsy was al- 
owed. 


DISCUSSION 


In this case rapid and remorseless centrifugal 
ulceration without satellite lesions or lymph- 
adenopathy, absence of toxzemia or evidence of ‘a 
general reaction (except a variable sedimentation 
rate) provide the classical picture of malignant 
granuloma. The non-specificity of pathological 
findings verifies the diagnosis. No evidence of 
hyperergic vasculitis was found on biopsy exam- 
ination. The failure of reaction to cortisone, the 
remorseless necrosis preceded by a granulo- 
matous reaction, the negative laboratory findings 
and the extreme hydropic change in the epi- 
dermis, if anything, suggests to us that the dis- 
ease is viral in origin. Quite apart from labora- 
tory findings we would point out that the 
clinical condition is distinctive. For example, 
fungal diseases are rarely so acute, usually lead 
to great thickening of the epidermis and to 
multiple satellite lesions, often at least centrally 
suppurative. Syphilis, leprosy, and tuberculosis 
are generally much more chronic. 


SUMMARY 


1. A case of malignant granuloma of the nose 
is presented. 

2. Cortisone was an ineffective therapeutic 
agent in this case. - 

Thanks are due to Dr. D. M. MacRae who was in 


charge of the case for his interest and to Dr. N. G. B 
McLetchie for instruction in drafting the paper. 
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TRANSIENTLY DANGEROUS 
UNIVERSAL BLOOD DONOR 


G. B. ELLIOTT, M.B.(Dur.), 
L.R.C.P.( Lond. ),* Calgary, Alta. 


THE TERM “dangerous universal donor’ was 
introduced by Levine and Mabee in 1923 to 
describe the existence of blood group O indi- 
viduals with such exceptionally powerful anti-A 
or anti-B agglutinins that transfusion to other 
groups would be hazardous for the recipients. 
They made one of the first observations of this 
nature in a class demonstration of cross matching 
to illustrate the safe use of “universal donors’. 
One volume of Mabee’s group O blood had un- 
expectedly agglutinated 9 volumes of Levine's 
group A “recipient” blood, and her separated 
serum strongly agglutinated group A cells even 
in an end dilution of 1 in 400. 

Widespread use of group O, so-called “uni- 
versal donor” blood, had followed Ottenburg’s 
(1911) demonstrations that included anti-A and 
anti-B iso-agglutinins were rapidly inactivated in 
an excess of blood of other groups without any 
agglutination taking place. Despite an absence of 
serious clinical reactions unequivocally related 
to high titre iso-agglutinins in group O blood, 
both in the Transfusion Sanguine D’Urgence of 
France (Riddell 1939), and the National Blood 
Transfusion Service in Great Britain (D’Arcy 
Maycock 1950), sporadic reports of severe re- 
actions attributed to this cause have persisted. 
Hesse reviewed 47 accidents of this type from 
the literature up to 1935. It is noteworthy that 
15 instances had occurred in group A recipients 
and there were 20 deaths. With the discovery of 
hemolytic reactions due to Rh immune anti- 
bodies (Wiener & Peters 1940) which do not lend 
themselves to demonstration by slide tests using 
conventional saline-suspensions of red _ cells, 
some of these earlier reports became open to 
some doubt. However, Wiener and Maloney in 
1943 described the first proven instance of a 
fatal hemolytic reaction in a group A recipient, 
caused by the use of a high titre universal donor, 
and where Rh incompatibility could be excluded. 
Using differential agglutination technique, they 
showed that the donor's cells had remained in- 
tact. Subsequent similar instances include the 
cases of Weintraub (1948), Malkiel and Boyd 


*Clinical Pathologist, Calgary General Hospital. 
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(1945), Morgan and Lumb (1946), Ervin and 
Young (1950), Ervin et al. (1950), Dausset and 
Vidal (1951), André et al. (1951), Schwarz and 
Buchanan (1952). All have involved group A re- 
cipients as does the following case. 


A 78 year old woman was admitted to hospital with 
a two year history of repeated biliary colic accompanied 
by fluctuating obstructive jaundice. Blood grouping and 
other investigations were ordered, but all were in- 
advertently carried out on a neighbouring invalid who, 
by chance, had the same surname and required some of 
the same tests. The mistaken identity was not detected 
and the mildly jaundiced patient was erroneously re- 
garded to be group O Rh positive. Two 500 ml. bottles 
of “cross matched” low titre group O blood were trans- 
fused without reaction. Two days later more blood was 
requested and the patient’s true sample on grouping was 
A Rh positive. The sample first submitted by error 
in the patient’s name was regrouped, confirmed, and 
taken to be the correct one. Two 500 ml. bottles of 
group O blood were issued, and unfortunately only a 
major cross match was made. One of these was used the 
same afternoon. Some 250 ml. of blood were transfused 
over 75 minutes when the transfusion was abandoned 
because of increasingly severe rigors, pallor, sweating and 
shock with disorientation, which finally alarmed the 
physician. The patient’s temperature rose abruptly to 
101° F. and the next morning, although free from colic, 
the patient was deeply jaundiced. It was thought that 
another attack of obstructive jaundice had begun. 
Choledochostomy was performed 18 hours after the 
transtusion and three mixed type calculi, each 1.0 cm. 
diameter, were removed. The operation lasted 70 minutes 
with cyclopropane-ether anesthesia, and was uneventful. 
The systolic blood pressure recorded by the anesthetist 
remained around 180 mm. of mercury, except during 
traction on the gall bladder when it fell transiently to 
120 mm. 

On the following two days the patient remained 
drowsy and deeply jaundiced, with blood pressure around 
120/80, and passed a total of 168 ml. of very dark urine. 
Urinalysis on the second day showed a specific gravity 
of 1.006, pH 6.5, albumin 0.03% with about 50 R.B.C.s, 
and 20 neutrophils and the occasional granular cast per 
high power field of centrifuged sediment. The serum 
bilirubin was 3.6 mgm. %, blood urea nitrogen 81 
mgm. %, plasma chloride 4830 mgm. %, and the CO, 
combining power 48 vols. %. Using the correct group A 
Rh positive matched blood a 500 ml. transfusion was 
given without reaction. The patient’s jaundice persisted 
and deepened with dullness and apathy. By the fourth 
day her blood pressure had risen to 220/110, serum bili- 
rubin to 11.2 mgm. '%, blood urea nitrogen to 145 mgm. 
%, and CO, combining power fell to 40 vols. %. The 
oliguria continued and with a urine output of 15 to 30 
ml. daily until she died in coma on the ninth postopera- 
tive day. 

At autopsy there was a canary-yellow jaundice, and 
ore cedema of both feet. The seid and common 
ile ducts were widely dilated, containing bile, which 
was also present in the small intestine. The gall bladder 
was fibrosed and contracted. Both kidneys were en- 
larged with a 0.6 cm. thick cortex showing a yellow 
brown mottling completely obscuring the usual striate 
vascular pattern. Microscopic examination showed a 
nephron nephrosis with extensive degeneration and ir- 
regular desquamation of epithelium of the convoluted 
tubules. The latter often contained granular and_ bile 
casts. Here and there patchy regeneration of the tubules 
by flattened hyperchromatic cells, occasionally showin 
mitosis, was seen. Plasma cells and eosinophils form 

a striking interstitial infiltrate. Slight periductal fibrosis 
and some bile duct dilatation were present in the liver. 
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BLoop STUDIES 


The patient’s blood was group A, MN Rh 
positive (CDe/CDe). A direct anti-human globu- 
lin (Coombs) test on the third postoperative day 
was negative, but post mortem axillary vein 
blood gave a weakly positive direct test sug- 
gesting possible antibody attachment to her red 
cells. The last donor, whose blood had been 
associated with a reaction leading to cessation of 
transfusion, was group O MN Rh positive 
(CDe/cde). His serum set up against A, and B 
cells in saline suspension showed an anti-B titre 
of 1:16, but the anti-A, agglutination could be 
seen in serial dilution up to an end titre of 
1:32,768. A second specimen taken from him 
three months later showed an anti-A, titre of 
1:8,192 tested in saline. He had a complete 
absence of history of previous transfusion or in- 
jection of blood. Further studies were inter- 
rupted when the donor, a construction worker, 
moved away leaving no forwarding address. He 
was traced twenty-one months after the danger- 
ous donation. Anti-A determinations in saline at 
room temperature showed a one plus reaction 
at 1:256 and a weak reaction at 1:512. A further 
blood sample was tested for anti-A titre in vari- 
ous diluents as shown below: 


TABLE I. 





Diluent | Anti-A titre dilutions 


















640 |1280\2560 
Saline 20° C.... ft 
Saline 37° C.... 
Albumin....... 
Indirect 
Coombs’..... 


+ — — 
+++/+++/++/4+M 


The capital letter “S” stands for solid agglu- 
tination, the capital letter “M” for microscopic 
and the figures in the Indirect Coombs’ indicate 
the time in minutes for agglutination to take 
place. From this one would conclude that there 
is no immune anti-A demonstrable at the present 
time. 


Neutralization by means of Witebsky’s A and 
B substance was also tried and it was found that 
the saline antibody was neutralized by about one 
part of Witebsky’s to nine of the donor’s serum. 
This is further indication of the absence of high 
titre immune antibody. The Witebsky’s solution 
used was Sharp and Dohme’s A and B specific 
polysaccharide solution. It is most interesting 
that the previously high titre had diminished to 
this extent. 
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The donor was again questioned, but this did 
not bring information except in a negative sense. 
He stated that he had never had a blood trans- 
fusion, never received an injection of any type, 
or an inoculation for any disease since he left 
the Navy in 1920. He never recalled having suf- 
fered from any acute infection, either specific or 
non-specific, particularly during the years pre- 
ceding his donation. His history of allergy to 
dust, pollen, foods, etc., was negative, nor did 
he recall eating any unusual food at any time he 
was working in Pine Falls. The uneventful trans- 
fusions of low titre O blood initially and the 
absence of difficulty in matching the patient's 
blood with six group A donors subsequently, 
would exclude the presence in her blood of high 
titred alpha, agglutinins, which are also active 
against the cells of 95% of random group O 
donors. From the sequence of events it seems 
reasonable to suppose that the notably persistent 
reaction was due to the transfused high titre 
anti-A antibodies from the dangerous universal 
donor described. 


DISCUSSION 


During the war years the importance of pro- 
viding safe low titre “universal donor” blood and 
pooled plasma led to a considerable investiga- 
tion of the effects of iso-agglutinins contained in 
group O sera. Tisdall et al. (1946), quoting the 
experience of the U.S. Army Medical School, 
state that in testing more than 50,000 random 
group O sera, 19.2% were found to have an 
anti-A or B titre of 1/600 or over in saline. In 
their own study the anti-A agglutinins were 
much commoner and of higher titre than the 
anti-B. Similar results are reported by Aubert 
et al. (1942), Ebert and Emmerson (1946), and 
Ervin et al. (1950), although direct comparisons 
are not possible, for end titres reported with a 
given serum vary considerably with the tech- 
niques used. More attention has been paid to 
agglutinins than to hzmolysins, for the titres 
of the former are much easier to determine. 
The titres of both appeared to be approximately 
parallel in Tisdall’s studies. Extensive clinical 
experiments have shown that high titre anti-A 
and B agglutinins in 250 ml. of transfused group 
O plasma will usually cause a prompt transient 
hemolysis of heterologous recipient’s red cells 
(Tisdall et al. 1946, Ervin et al. 1950). The 
severity of reactions has not always been closely 
related to agglutinin titres as measured in saline. 
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All authors, however, are agreed that the hzmo- 
lysis is often clinically silent, although easily 
demonstrable by biochemical tests. Recovery to 
pretransfusion red cell count levels took only 
some four days in Tisdall’s cases. These reports 
lead to removal of high titre donors from “uni- 
versal donor” panels, or to efforts to neutralize 
these iso-agglutinins by addition of Witebsky 
type A and B substances. 


However, severe reaction and hemolysis from 
the use of a dangerous universal donor was re- 
ported in a group A “secretor” patient. She was 
apparently unprotected by the A substance oc- 
curring naturally in her own plasma and body 
fluids (Malkiel and Boyd 1945). That the 
ubiquitous naturally occurring saline-demon- 
strable iso-antibodies are not the cause of these 
infrequent, but severe and persistent, haemolytic 
reactions in group A recipients is suggested also 
by the curious rarity of this complication in 
France and England. It has been a feature of 
such cases that a history of immunization of the 
group O donor by previous blood transfusion or 
injection is lacking. Yet Ervin and Young (1950) 
investigating acute hemolytic reactions in four 
group A patients following group O transfusions, 
showed that the high titre anti-A iso-agglutinins 
were of immune type. These were not easily 
neutralized by large quantities of Witebsky A 
substance, their action persisted for at least a 
month and, while relatively poorly demonstrable 
in saline, marked activity was unmasked by using 
neutral human AB serum as the test diluent. The 
occurrence of immune type B antibodies of this 
type was not found in their survey of 1,375 
random group O sera. The source of immuniza- 
tion was not determined in their cases. 

Following study of a similar case in a group 
A recipient, Balgairies and Christiaens (1936) had 
shown that injection of some toxoids, particularly 
diphtheria and to a lesser extent tetanus, pro- 
voked a very markéd rise of iso-agglutinin titres, 
particularly those of anti-A type. These were ob- 
served to persist for at least six months. Both 
toxoids contained A and B type substances. 
Recently Schwarz and Buchanan (1952) observed 
a fatal hemolytic reaction in a group A, re- 
cipient after transfusion of high titre group O 
blood. They concluded that previous T.A.B.T.D. 
inoculation in the soldier donor had provoked 
the production of immune type A antibodies 
which showed the features described previously 
by Ervin and Young. The presence of increasing 
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amounts of strong anti-A hemolysin of immune 
type was shown in the sera of the majority of a 
random group of O donors, all R.C.A.F. person- 
nel, after a “booster dose” of prophylactic vac- 
cines such as T.A.B.T.D. Similar results have 
been reported in England by Crawford e¢ al. 
(1952). 

The stimulus from such bacterial toxoids ap- 
pears to be specific and a probable source is 
traceable. Hog stomach pepsin is used to digest 
the horse serum constituent of the media used 
for production of both diphtheria and tetanus 
toxoids. It has been shown by Morgan and 
Watkins (1944) that type A substance is present 
in considerable quantities in hog gastric mucin, 
but is of hapten nature and without significant 
antigenicity when injected alone. This substance 
becomes highly antigenic when combined with 
certain bacterial protein components. Davidsohn 
(1938) had already called attention to the sharp 
rise in anti-A titres after injections of horse 
serum. It is therefore likely that the antigenic A 
substance of prophylactic toxoids is derived from 
culture media used in their preparation. New 
culture media are being developed to avoid this 
source of dangerous immunization. 

The period of persistence of such immune anti- 
body is not yet widely investigated. Chown 
(1953) did not find any abnormally high anti-A 
or anti-B titres in testing a random group of 
some thirty group O R.C.A.F. personnel. This 
preliminary study suggests that the high titre 
anti-A which develops as a result of inoculations 
is not necessarily permanent. 

It would appear also that this mechanism is 
not the only source of dangerous immunization. 
In our case, following some unknown antigenic 
stimulus which caused the high titre at the time 
of donation, a gradual fall of the titre has taken 
place with return to common values. This may 
explain why “dangerous universal donors” are 
not more prevalent in transfusion panels. 


SUMMARY 


1. A case is reported of fatal transfusion re- 
action, with nephron nephrosis in a group A, 
MN Rh positive (Rh genotype CDe/CDe) re- 
cipient, following donation of 250 ml. of group 
O MN Rh positive (Rh genotype CDe/cde) 
blood. The latter contained exceptionally high 
titre anti-A iso-agglutinins. The donor had no 
history of immunization by injection of blood or 
prophylactic vaccines. 
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2. The dangerously high anti-A titres in this 
donor proved to be a temporary state over the 
twenty-one months’ observation. 


I am most grateful to Dr. Bruce Chown of the Chil- 
dren’s Hospital, Winnipeg for his serological studies and 
to Dr. G. E. Large, Provincial Medical Director, Red 
Cross Blood Transtusion Service, Province of Manitoba, 
for ready co-operation in the follow-up investigation. 
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Clinical and 


laboratory Notes 





THE CLINICAL APPLICATION OF 
RADIOELECTROCARDIOGRAPHY 


H. F. MacINNIS, M.D., Camrose, Alta. 


Ir Is PROPOSED to present in brief some demon- 
strations tending towards the clinical application 
of radioelectrocardiography. For this purpose 
we were afforded the facilities of Holter’s labora- 
tory in June 1952, and as far as we are aware this 
was the first time that the electrical potential 
from a diseased heart was broadcast from the 
source, the heart muscle, received on a television 
screen and photographed. : 
The remote recording of myocardial potential 
by radio was first demonstrated as feasible by 
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Holter’? in 1949; additional development work 
was reported in 1952.° The resultant radioelectro- 
cardiogram (RECG) reproduced in Fig. 1 re- 
sembled the conventional complex produced by 
the ordinary electrocardiogra h. 

The RECG of course, as the term implies, is 
produced without the aid of wires connecting 
the subject to the recording apparatus. The 
distance between the subject and the receiving 
set is mainly governed by the strength of the 
miniature transmitting equipment. Holter in his 
laboratory situated in the business district of 
Helena could receive on his television screen a 
readable radioelectrocardiogram emanating from 
a subject walking down the street .a distance of 
some six hundred feet away. This demonstration 
was in the nature of a pure electronic experiment 












Fig. le- Radiocelectrocardio- 
gram (Holter) 





‘Lead 2 Lead 3 
Fig. 2e~ Patient Pe Le, ECG 


but as Holter pointed: out it was not devoid 
perhaps of clinical application. 

The object of the experiment was to determine 
the feasibility of broadcasting the bioelectric 
potential of a diseased heart over a distance and 
receiving the graphic pattern with enough clarity 
to be readable and useful for diagnosis. 


EQUIPMENT AND METHOD 


In a clinical report of this nature only a brief account 
of the gross equipment will be given. Complete details 
have been published elsewhere.? Electrodes are applied 
to the limbs in the usual manner depending on the lead 
desired. The lead is connected to a battery operated 
amplifier not much larger than an ordinary Yoatlon aid 
and carried on the back or chest or even in the 
trousers pocket of the subject. This amplifier increases the 
signal strength about 5,000 times. The amplifier has four 
stages of vacuum tubes and terminates in a frequenc 
modulated transmitter (contained in the same small 
unit) broadcasting at 100 million. cycles. The receiver 
situated at any chosen distance from the subject is a 
modified commercial type terminated with a cathode 
ray screen. An electrical system sweeps a light spot in 
a ores line along the screen taking about a second 
to traverse it, thus making the PQRS and T waves visible. 
This wave record persists until the next sweep and can 
either be studied directly on the screen or be photo- 
graphed for a permanent record. In this particular experi- 
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ment an ordinary camera was used with a time exposure 
of one second or approximately the duration of one 
complete sweep or trace on the screen. 


A patient with a previously known heart lesion 
was selected for study. This patient P.L. had a 
healed posterior myocardial infarction. Leads 2 
and 3 of the conventional electrocardiogram are 
shown in Fig. 2. Fig. 3 shows a radioelectro- 
cardiogram (leads 2 and 3) of the same patient 
received at a distance of thirty feet. It can be 
seen that the RECG closely resembles the ordi- 
nary electrocardiogram. The Q wave in RECG 
lead 3 is strikingly illustrated. 

The barely visible background shadows in 
RECG 8 are fading complexes from the previous 
sweep. The grid lines on the screen are about 
one fifth second apart in time. 


COMMENT 


The photographs are admittedly crude but 
serve we think to bear out the feasibility of the 
idea. It is felt however that even with refined 
technique and equipment no clinical advantage 
could be achieved by this method over present 
day procedure at least in “still” electrocardio- 
graphy. In the field of exercise tolerance tests 
radioelectrocardiography would appear to offer 
many advantages over the conventional method. 
In a severe exercise tolerance procedure such as 
that involved in furiously pedalling a stationary 
bicycle a normal subject emanated a typical myo- 
cardial injury pattern (elevated ST segment) on 
RECG at the zenith of activity which reverted 
to normal immediately on termination of the 
exercise. Suspected angina patients were not 
studied in this experiment but this isolated ob- 
servation would tend to support our opinion that 
by the very nature of the medium employed the 
RECG could provide a most sensitive index of 
myocardial tolerance using for instance the ordi- 
nary Master's two step procedure. Here the ST 
deviation and T changes during as well as after 
exercise can be visualized. The patient too is 
unencumbered with wires and thus can perform 
the exercise in a more natural manner. 
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Many interesting phenomena meet the eye in 
studying the “live” complex on the screen. Here 
can be seen a continuous undulating fluid motion 
begetting myriads of miniature waves never 
appreciated in the ordinary electrocardiogram 
and finally culminating in the well recognized 
PQORS and T pattern. 


The author would like to express his indebtedness and 
thanks to Norman J. Holter, M.A., M.S., and Wilford 
R. Glasscock, of the Medical Physics Laboratory, Holter 
Research Foundation, Inc., Helena, Mont., for providing 
the laboratory facilities as well as their invaluable techni- 
cal direction. We are also grateful to Dr. O. T. Skouge, 
Medical Superintendent of Fort Harrison Military Hos- 
pital, Helena, Mont., for his providing patients for this 
project and to Dr. Donald Wilson, Assistant Professor 
of Medicine, University of Alberta, for his advice and 
encouragement in the preparation of this paper. 
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MEDICO-LEGAL 
LEGAL POT-POURRI’ 
T. L. FISHER, M.D.,* Ottawa 


A pocTror reporting medico-legal cases in a 
medical journal encounters—and no doubt falls 
into—many pitfalls. He learns that cases of cur- 
rent interest often cannot be reported because 
they are sub judice. He finds that by the time 
some decisions have been rendered the cases 
have lost their immediate interest. Other cases 
of great importance are dropped by plaintiffs in 
such ways and at such times that any comment 
on them might harm doctors. He finds himself 
trying to report others which are so involved 
that not one but several legal points must be 
dealt with. 

Such a case is the one to be discussed; the 
excuse for reporting it is the importance of the 
several issues which had to be decided. 

In October 1949, at a large general hospital, 
a patient was admitted to the service of a recog- 
nized surgeon to have a fusion of a fractured 
right thumb. After adequate consideration the 
anesthetic decided upon was a brachial plexus 
block. The anzsthesia and the operation were 


*Secretary-Treasurer, Canadian Medical Protective Associ- 
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uneventful. Six hours later however acute respir- 
atory symptoms supervened and it became 
obvious there had been a collapse of the right 
lung. To re-expand the lung catheter suction of 
the pleural space was necessary but recovery was 
fast and the patient was able to leave the hos- 
pital four days later. 


In July 1950, through a lawyer, the anesthetist 
received a demand for $20,000 damages because 
of the pneumothorax. He refused to consider 
settlement at all and in October 1950 a writ was 
issued charging malpractice. 


At this hospital the Department of Anesthesia 
was under the direction of a director of anzs- 
thesia, a full-time paid servant of the hospital. He 
and eleven associates were responsible for all 
anesthetics given in the hospital. They either 
gave them themselves or gave permission to doc- 
tors uncertified in anesthesia, whether practis- 
ing physicians or anesthetists-in-training, to 
administer them. If such permission were given 
anesthetics were administered only in the pres- 
ence of and under the supervision of one of the 
twelve. In this case the anesthetic actually was 
administered by a graduate licensed physician 
who was taking the training course in anesthesia 
and she was supervised by one of the anesthetist 
partners. 


Though the original writ claimed damages 
from all the doctors for negligence in performing 
the operation it was obvious that the main com- 
plaint had to do with the anesthetic services. In 
September 1951 the plaintiff applied for the right 
to amend the writ. He wished to add a claim 
for assault. The application was opposed by 
counsel for the defendant-doctors and was 
argued in ‘October 1951 before Chief Justice 
Farris of the Supreme Court of British Columbia. 
After argument Chief Justice Farris noted that 
the complaint actually was about the anesthetic 
and not about the operation and that, if it existed 
at all, any assault would have been “only a very 
highly technical assault”. He stated that to grant 
permission for the amendment would deny the 
surgeon the benefit of the Statute of Limitations 
contained in the Medical Act, that is, the amend- 
ment would have allowed a claim for common 
assault rather than one for negligent or careless 
medical services. Therefore, the application was 
refused. 


In January 1952 the plaintiff applied to have 
a jury trial. This application, similarly, was op- 
posed and after argument was refused, The 
reasons for refusal involved somewhat larger 
issues than were at stake in the claim itself. In 
ordinary cases of claims for negligence a trial 
by jury is a right but in some provinces, and in 
the one in question, a Supreme Court rule allows 
a judge to “direct a trial without a jury of. any 
cause, matter or issue requiring any scientific 
investigation which cannot, in his opinion, con- 
veniently be made with a jury, or where the 


> >> 


issues are ‘of an intricate and complex nature’. 
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Examinations for Discovery were held in April 
1952. 


After numerous delays the case finally came to 
trial in October 1952 and occupied five full 
days. The action was dismissed against all de- 
fendants with costs. The reasons were delivered 
orally by the Honourable Mr. Justice Coady of 
the Supreme Court of British Columbia. Mr. 
Justice Coady said that, as he saw them, the 
problems were two. Was the pneumothorax 
caused by the needle used for the production of 
the brachial block? That part of his problem was 
eased considerably by the admission by defend- 
ants and by the evidence presented which made 
it seem “on the balance of probability” that it 
had been so caused. 


The second problem was whether this result, 
produced by the anesthetist-defendant, consti- 
tuted negligence. Neither counsel had claimed 
that the rule of res ipsa loquitur (the thing 
speaks for itself) applied. Thus the judge felt 
that the circumstances of the case would de- 
termine any liability and therefore the plaintiff 
had the burden of establishing negligence. 


In his further discussion Mr. Justice Coady 
mentioned briefly previous legal opinions which 
made it clear that perfection was not demanded 
of a doctor; 


“Perfection is not the standard. .. . This duty of a 
person in her (the anesthetist’s) position toward the 
patient has been dealt with in many of the cases. It is 
the average, reasonable skill and diligence, ordinarily 
exercised by a member of the profession, as a whole, not 
by the expert. 


“Applying that test, as I said a moment ago, I can 
find no lack of any degree of care or skill, or the exercise 
of it, on the part of the defendant. On the contrary, if 
I were to accept the evidence of the experts and their 
expression of opinion, it would seem to me that their 
evidence would establish affirmatively that there was no 
negligence. . . . 


“The action will therefore be dismissed.” 


This case therefore illustrates three things of 
interest to doctors having to defend themselves 
against claims of negligence or malpractice. In 
the first place, this court would not allow a plain- 
tiff to alter the basis of an original complaint in a 
way that deprived a doctor unfairly of the pro- 
tection of the Medical Act. 


Secondly, although either plaintiff or de- 
fendant may, as a matter of right, have a trial by 
jury, there are, in some provinces, and under 
some circumstances, legal provisions to allow 
trial by judge instead. In general, the special 
circumstances have to do with the nature of the 
evidence to be presented. If that evidence be of 
a highly technical, scientific or complex nature, 
so that a relatively high level of training is 
necessary to comprehend it and draw conclusions 
from it, a judge may decide that an application 
for a jury will not be granted. 


The last point is of great importance to doctors 
and should be of considerable cornfort to them 
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when faced with similar claims. Repeatedly it 
has been established that, legally, doctors are not 
bound, at all times, to produce a perfect result. 
A good result may be prevented by many things. 
Among them are errors of judgment and, if 
certain basic facts can be established, an error of 
judgment does not, of itself, convict a doctor of 
negligence or carelessness. The error of judg- 
ment however, and this is a basic fact that must 
be established fully, must have occurred after 
reasonable knowledge and skill were used and 
used in a reasonably careful manner. That is, the 
error of judgment must not have resulted from 
inadequate knowledge or careless work. The 
word “reasonable” needs some definition. Com- 
monly it is taken to mean the amount of know!l- 
edge, skill and care that would be brought to 
bear on the problem in hand by other doctors 
claiming to do the same type of work. Another 
point needs to be remembered. It must be 
established by appropriate testimony that the 
doctor did indeed possess these attributes and 
used them carefully. Other doctors will be called 
and their opinions obtained. In summary, an 
error of judgment in itself is insufficient to con- 
vict a doctor of negligence or carelessness if it 
can be established that the error occurred in 
spite of reasonable knowledge and skill and 
reasonable care in applying that knowledge and 


skill. 





FLUORINE 


Our knowledge of the effect of artificial introduction of 
fluorides into communal water supplies on the dental 
caries incidence of the child population has increased 
rapidly during the past year. In at least 8 communities 
( Neieitiarah, New York, Grand Rapids, Michigan, Brant- 
tord, Ontario, Sheboygan, Wisconsin, Evanston, Illinois, 
Marshall, Texas, Lewiston, Idaho) fluoridation programs 
have been in progress for periods of four years or more 
and evidence from each of these communities indicates 
that definite reductions in dental caries incidence have 
already been achieved. 


As a result of a British team’s trip to this country to 
study various practical phases of fluoridation, a clear and 
realistic view of the subject has been published (J. R. 
Forrest, J. Longwell, H. H. Stones, and A. M. Thomson, 
Her Majesty’s Stationery Office, London, 1953). In this 
thoroughgoing evaluation, the authors recommend estab- 
lishment of exploratory study centres where fluoridation 
will begin in order to evaluate the desirable amounts of 
fluoride for British circumstances of environment, diet, 
and other considerations. 


A particularly important study of fluoride excretion by 
human beings has been reviewed (Nutritional Reviews, 
11: 167, 1953). Those individuals were studied who had 
consumed amounts of fluoride varying from 3 to 36 mgm. 
daily over two- to one hundred and thirty-week periods. 
The amounts of fluoride excreted during and after fluoride 
ingestion were studied. Particularly interesting results 
were obtained from the study of fluoride excretion after 
termination of fluoride ingestion. These data were used 
to make tentative calculations of the amount of fluoride 
stored during the periods of ingestion.—Nutrition Rev., 
11: 356, 1953. 
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Editorials 


PREVENTION OF POLIOMYELITIS 





There are still differing opinions in regard 
to the method of invasion and growth of the 
virus of poliomyelitis in the body. One theory is 
that the virus enters the mucosa of the mouth 
and pharynx and thence invades the peripheral 
nerves: it is suggested that the virus is retained 
within the nervous system soon after this pene- 
tration of the mucosz. Bodian' has postulated 
that the virus multiplies within the alimentary 
system at first and later on in the central nervous 
system. There is no doubt that certain factors 
may precipitate a severe attack; amongst them 
is the often disastrous effect of strenuous ex- 
ercise: other factors, such as an intramuscular 
injection, may localize the site of paralysis. Preg- 
nancy is thought by some to predispose to the 
disease, endocrinological changes being a pos- 
sible factor. 

Medical science will, it is hoped, find some 
successful method of prevention of poliomyelitis. 
Poliomyelitis neutralizing antibody, present in 
gamma globulin prepared from human pooled 
plasma, was thought to be of use in passive 
immunization. A recent committee* has pointed 
out that beneficial effects were not demonstrated 
in the inoculation of family associates of polio- 
myelitis cases. They felt that gamma globulin, 
administered to exposed persons before they had 
developed paralytic poliomyelitis, had no effect 
on the severity of the ensuing paralysis and 
did not reduce the incidence of subsequent 
paralysis in family groups. The committee also 
comments that, from the evidence available, they 
could not conclude whether or not gamma 
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globulin given by mass inoculation had an effect 
in preventing the disease: they felt that larger 
experience was required before any conclusions 
could be drawn. 

Elder? comments that what is required is a 
careful selection of donors who might produce 
a high potency gamma globulin. The Icelandic 
representatives, at a symposium held in Copen- 
hagen, stated that the titre of antibodies in their 
cases was too low to produce their own gamma 
globulin successfully, On the other hand, active 
immunization by a vaccine promises some suc- 
cess and preliminary reports are encouraging. 

Research into vaccination against poliomye- 
litis has entered a more fruitful phase since 
Enders, Weller and Robins* * demonstrated that 
the virus can be grown in cultures of non- 
nervous tissue. The research itself may follow 
one of two paths, first the development of 
avirulent strains which will give immunity but 
will not paralyse, or second the preparation of a 
killed virus vaccine which has antigenic prop- 
erties without serious side effects. Salk® has 
shown that children who had no antibody and 
who were given three intramuscular injections 
of 1 c.c. of aqueous vaccine, developed anti- 
body for all three types of poliomyelitis. 

It is not known, however, whether the anti- 
body persists for as long as six months. A recent 
editorial’ comments that the projected vaccines 
are to be made from the kidneys of Rhesus 
monkeys, and that it is possible that repeated 
injections might sensitize Rh-negative girls and 
increase the chance of damage to later Rh- 
positive offspring. Salk’s work holds considerable 
promise for the future and the results of mass 
inoculation in field trials are awaited with 
interest. 

Human feces are probably the most important 
source of the virus, and the mouth is usually the 
portal of entry. It is suggested that the virus 
survives between epidemics in the human popu- 
lation of urban areas. Active and passive im- 
munization are still in their infancy but we must 
not forget that other preventive measures may be 
partially successful, Agerholm* thinks that epi- 
demics could be reduced by the control of move- 
ments of contacts: she points out that in a recent 
epidemic 12 out of 49 cases could have been 
prevented by quarantine measures and that strict 
nursing technique by a contact nurse could have 
prevented six more. Agerholm suggests that 
quarantine (15 days for an individual and 30 
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days for a group) should include all who have 
been in contact with a patient for four days 
prior to the onset of the disease. These quaran- 
tine rules should be strict and should include 
“no contact with other persons, no use of public 
transport, restaurants or shops.” She suggests that 
such strict quarantine is difficult, but those to 
be quarantined most strictly should include 
shopworkers, teachers, pupils and all food- 
handlers. W.F.T.T. 


1. BopIAN, D.: Am. J. Hyg., 55: 414, 1952. 

2. U.S. Dept. of Health, Education and Welfare, Public 
Health Service, Washington, February 1954. 

3. ELDER, A. T.: Ulster M. J., 22: 149, 1953. 

4, ENpDERS, J. F., WELLER, T. H. AND ROBBINS, F. C.: 
Science, 109: 85, 1949. 

5. ROBBINS, F. C., WELLER, T. H. AND ENDERS, J. F.: J. 
Immumol., 69: 675, 1952. 

6. SALK, J. E.: Pediatrics, 12: 471, 1953. 

7. New England J. Med., 250: 259, 1954. 

8. AGEPHOLM, M.: Lancet, 2: 287, 1953. 





Editorial Comments 


SPORTING LIFE SPANS 


The increasing economic and social value of 
sport has rather forced the medical profession 
to take some notice of sportsmen and their state 
of health. Little work has however been pub- 
lished on the life history of sport and sportsmen, 
including the period of time for which they may 
expect to give a first-rate performance and the 
reasons which will ultimately compel retirement 
from championship competitions. A publication 
from the Kyushu University’ on the active life 
span of Japanese sportsmen is therefore not with- 
out interest to Western physicians. The authors 
analyse the sporting lives of 4,846 persons par- 
ticipating in 12 different sports now popular in 
Japan, though they do not state how many of 
these persons were professionals. 

Some sports are apparently taken up on a com- 
petitive basis later than in the West, for the 
average age of beginning participation seems 
high by our standard. Baseball, fencing, and 
swimming come first, the average age of the 
novice being 14-15; jockeys, field athletes and 
table tennis players follow in the 15-16 age 
group, with lawn tennis and wrestling a couple 
of years behind. Rugby does not start until the 
boy is over 18, a lag of at least four years over 
British practice, and archery is not started until 
the age of 28. 

As a long-term investment fencing pays off 
best, for a Japanese fencer can count on over 
52 years of participation. The jockey (22 years), 
the baseball player (18 years) and the table tennis 
player (16 years) all get a good run for their 
money; the field athlete (8 years) is worst off, with 
the swimmer (8.7 years) next. When the question 


1. SARuTA, N. AND KAWAZOE, T.: Kyushu Mem. Med. Sc., 
4: 45, 1953. 


¢€ Gynxc. Brit. Emp., 60: 793, 1953. 





EpirorRIAL COMMENT 579 


of championship class is considered, the fencer 
and the jockey come off best (21 and 19 years), 
and the athlete and archer worst (6.7 years). A 
professional cyclist has an expectancy a only 2.8 
years in the top grade, a baseball professional 9.9 
years. 

The reason for retirement from sport is of 
medical interest. The authors classify these 
reasons as: decline in physical fitness, disease, 
injury, and private reasons. Decline in fitness 
played a negligible part in cutting short the 
sporting lives of lawn tennis players and fencers, 
but stopped the majority of wrestlers and 
jockeys. Actual disease was of no significance in 
the careers of jockeys and cyclists but stopped 
the activities of most fencers, who were of 
course pretty well advanced in years by then. It 
caused no less than 20% of athletes to abandon 
competition; of these about 40% contracted 
tuberculosis, i.e., nearly one in ten of the whole 
group. Injury was most important in cycling 
(22%), and next in rugby (9.6%); wrestlers were 
not much affected by this factor, a finding which 
suggests that Japanese (Sumo) wrestling is a lot 
less brutal than the variety shown to American 
spectators. 

Similar sporting statistics for America and 
Europe would be of value in dispelling a number 
of current myths about sports and sportsmen. 





EARLY AMBULATION IN OBSTETRICS 


The practice of early ambulation after delivery 
is now approved procedure in many hospitals, 
but is still viewed with suspicion by some prac- 
titioners and midwives. It is therefore heartening 
to study the late results obtained in Halifax, 
N.S., in a total series of 2,632 pregnancies spread 
over a period from 1928 to the present. The 
primary object of the study was to determine 
whether early ambulation would increase the 
tendency to subinvolution, uterine prolapse, or 
embolism, as predicted by the late DeLee. The 
fear of embolism is disposed of at once, since 
only one case of mild pulmonary embolism was 
encountered in the whole series. Sutured perineal 
wounds did not tend to break down any more 
than in women remaining in bed for longer 
periods. It is difficult to find series for comparison 
of prolapse rates at the 6th week post partum, 
but the rates appear to be about the same. Over - 
a period of up to 22 years, the prolapse rate was 
2.7%, which is not considered high. The ques- 
tion of subinvolution is discussed in great detail, 
in view of the rather vague definitions of this 
condition given in the literature. If the criteria of 
size of uterus and character of lochia are em- 
ployed, there was no evidence that it was com- 
moner with early ambulation. The bogey of 


1. ATLEE, H. B., PERLIN, I. A. AND PEABoDy, J. A.: J. Obst. 
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puerperal retroversion is also shown to be of 
little significance. Almost 90% of the women 
stated that they like early ambulation; of multi- 
pare who had undergone a late ambulation 
regimen previously, two-thirds felt that they re- 
covered more quickly on an active regimen. 





RE-SURVEY OF PHYSICIANS IN CANADA 


During the latter part of March, the Physicians - 


Register of the Department of National Health 
and Welfare mailed questionnaires to the physi- 
cians of Canada. An effort was made to mail as 
many as possible directly. In addition, a supply 
was sent to the larger hospitals. 

To date, the response has been very gratifying, 
but some questionnaires have not been returned. 
If you have mislaid your questionnaire, or if you 
did not receive one, please write for one immedi- 
ately, addressing your request to: 


The Physicians Register, 
Department of National Health and Welfare. 
No stamps are required. 





THE Work oF WHO, 1953 


This is the first annual report of the Director 
General of WHO not signed by a Canadian. Dr. 
Brock Chisholm left in June 1953, but as Dr. 
Chisholm’s successor — Dr. Candau of Brazil — 
points out in his introduction there has been no 
rupture of continuity in either the basic policies 
or the work of the organization. Those depressed 
by the failure of international action in other 
fields may take some comfort from a study of 
the record of work in this report, work achieved 
in the face of many frustrations and _ obstacles. 
We commend its study particularly to the 
younger members of the profession, especially if 
they are hesitating between preventive and cura- 
tive medicine as a career. 

Several points stand out in the report. The 
Organization, pressed by contributors to show 
what it has done for its dollars, is beginning to 
attack the almost impossible task of evaluating 
its work across the world. Anyone who has tried 
to evaluate the results of a comparatively small 
health program in a community will appreciate 
the magnitude of effort required. 

It is emphasized that with the shift from 
emergency activities to long-term programs, 
WHO projects may have lost part of the dramatic 
appeal of earlier ones. So much the better, for in 
medicine it is not the initial glamour but the 
long-term achievement that counts. 
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The report rightly lays much stress on the 
educational component in its program, and 
points to the activity of WHO in medical educa- 


‘ tion, nursing education, health education of the 


public, and postgraduate education by means of 
conferences, symposia and seminars. 

The unromantic but invaluable work the 
Organization has done on international standards 
and nomenclatures deserves to be noticed. In 
the fields of statistics, biological standardization 
and pharmacy, much has been done which will 
no doubt in time pass into daily use throughout 
the world. 

Two of the Regional Directors of WHO make 
a plea for recognition of the fact that public 
health men are often inadequately paid, It is a 
curious thing that in preventive medicine, where 
a dollar will go so much farther than in curative 
medicine, the keepers of the purse are inordin- 
ately reluctant to part with the money. This 
psychology had been a contributory factor to the 
paralyzing financial crises which have wasted 
so much of the time and effort of the Organiza- 
tion in 1953. 

Finally, a study of the many activities of the 
World Health Organization brings out the fact, 
so often forgotten, that this organization does 
not depend for its technical advice on a small 
nucleus but is able to draw when it wishes on 
the technical skill of experts throughout all its 
member states. WHO is just as strong or as weak 
as the pooled medical talent of its members can 
make it. 





Dr. GERALD HORNER 


It is with deep regret that we note the death 
of Dr. N. Gerald Horner, editor of the British 
Medical Journal from 1928 to 1946. Dr. Horner’s 
journalistic tendencies were evident in his early 
school days. As house physician at Bart’s under 
his godfather and good friend, Sir Norman 
Moore, he edited St. Bartholomew's Hospital 
Journal, of which he had already been assistant 
editor, and here he began the writing which later 
was to bring him to the editorship of the British 
Medical Journal. There was of course a long 
intervening period of varied experience first with 
the Lancet and then as assistant to Sir Dawson 
Williams. Dr. Horner became editor in 1927 and 
for some years carried a heavy burden in gradu- 
ally building up the staff. With the war of course 
fresh burdens were added, even to the point of 
the destruction by bombing of the printing plant 
for the Journal. 

Dr. Horner was associated with a period of 
unusual growth and stress in the history of the 
British Medical Journal and leaves a memory of 
careful, persistent scholarship and self-sacrifice. 
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Men and Books 


RUDOLPH VIRCHOW, 1821-1902 


LUDWIG VON BERTALANFFY, Ph.D., 
Ottawa 


In 1846, a 25 YEAR-OLD DOCTOR made a nuisance 
of himself to the academic and _ political 
authorities in Prussia. He was of rather obscure 
origin, most members of his family being en- 
gaged in the humble profession of butchery, and 
had been given a free medical education at the 
Pépiniére in Berlin, a governmental institution 
which also produced many other celebrities like 
Helmholtz, Nothnagel, Loeffler, and Behring. 
The young fellow was only at the beginning of 
his career, had done some brilliant work on 
thrombosis and embolism, but in the process had 
criticized the international authorities most 
violently, the great Rokitansky of Vienna, John 
Hunter, Cruveilhier, and others. His political 
opinions were openly rebellious, and definitely 
“un-Prussian”. 

However, when he started to give courses in 
pathological anatomy they were attended by the 
high bureaucracy and other illustrious people, 
and a year later the young doctor was sent by 
the Prussian Minister of Health to investigate a 
typhus epidemic in Upper Silesia. This gave him 
another opportunity to blame the government 
for the catastrophe and to raise the cry of “free- 
dom, education, and prosperity”. The German 
Revolution of 1848 found him on the barricades 
of Berlin. He was suspended, but after two 
weeks the government had to reinstate him after 
the protest of students and medical circles. Half 
a year later, he was made a full professor and 
granted a newly established chair of pathological 
anatomy in Wuerzburg, the first in Germany. In 
1856, he was called back to Berlin, later to be- 
come the famous Geheimrat, the “medical pope 
of Germany,” and the great antagonist of Bis- 
marck. 

These are a few highlights of the life of 
Rudolf Virchow, brilliantly brought out in Dr. 
Ackerknecht’s book.* In three chapters, entitled 
Virchow as Doctor, Statesman, and Anthropolo- 
gist, the author gives the first full-length bi- 
ography of one of the most influential scientists 
in a decisive period of medical history. Dr. 
Ackerknecht’s high culture and many-sided 
education enable him to paint a fascinating 
picture not only of the various facets of Virchow’s 
personality and work, but of an epoch the 
scientific and political repercussions of which are 
felt even today. 





*Rudolph Virchow. Doctor, Statesman, Anthropologist. E. 
H. Ackerknecht, Chairman of the Department of History 
of Medicine, University of Wisconsin. XV and 304 pp. 
illust. $5.00. The University of Wisconsin Press, Madison, 


1953. 
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Dr. Ackerknecht’s book drives home three im- 
portant lessons. First, the prestige and freedom 
of science, aimaienen by scientific and 
political heterodoxies, was never greater than in 
the Europe before the First War, the time we- 
are wont to sneer at as that of “reaction” and 
“absolutism”. 

Second, it is refreshing to have the life history 
of a scientist who was, to quote Ackerknecht, 
“from the beginning to the end the whole man”. 
Not only has it been said, in view of Virchow’s 
extended activities, that “future generations 
would be unable to believe that deputee Virchow 
and Dr. Virchow were the same person’; the 
question further presents itself of universality in 
science. Blunders not infrequently made by Vir- 
chow, as when he classified tuberculosis, syphilis, 
and leprosy as “tumours”, discredited the iodine 
treatment of goitre, fought against Koch, or 
misinterpreted the Neanderthal jaw, hardly re- 
duce his intellectual stature, or encumber his 
positive achievements. It is customary to explain 
the specialization and departmentalization of 
modern science by pointing to the volume of 
facts which does not allow an individual to cover 
more than a narrow field. However, looking at 
the big Handbuecher of the 19th century with 
their enormous amount of data (many of them 
since forgotten), reading the contemporary com- 
plaints of the impossibility of keeping abreast, 
and realizing that those times also were believed 
to have seen the apex of scientific development, 
one wonders whether our modern specialization 
is necessitated by the fact that we know so much, 
or that it is rather caused by the style (or lack) 
of personalities, and our educational system. 


Third, it is interesting to be taught how many 
of our current notions go back to Virchow. In 
the usual medical curriculum, Virchow is re- 
membered as the creator of cellular pathology, 
and the author of the famous apercu, omnis 
cellula e cellula. However, when we speak of 
leukemia, fibrinogen, myelin, sarcoma, hyper- 
plasia, trichinosis, meat inspection, public health 
and sanitation, improvement of social conditions 
as an important prerequisite for the disappear- 
ance of the great epidemics, the classification of 
skulls, the ethnology of the Philippine islands, 
pile dwellings, and pottery as a clue to pre- 
historic chronology—in all these diversified topics 
it is Virchow’s lead that we follow. 

Dr. Ackerknecht’s book is most timely and 
should be read not only as an important chapter 
in the history of medicine, but as a document of 
times past and present. 

It is well to remember Virchow’s statement in 
the Preface to Cellular Pathology: “TI insist on my 
rights, and therefore I respect the rights of 
others. This is my standpoint in life, in politics, 
in science. We owe it to ourselves to defend our 
rights, because this is the only guarantee of our 
individual development and of our influence on 
the community.” 
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GENERAL PRACTICE 


THE COLLEGE OF GENERAL 
PRACTICE OF CANADA 


W. V. JOHNSTON, M.D., Lucknow, Ont. 


ANY GENERAL PRACTITIONER who has been in 
practice more than 20 years can look back on 
a wealth of change and experience. In the earliest 
of those years most of his efforts were devoted 
to the serious and trivial details of proving him- 
self as a physician, and raising a family. But as 


time went by, if he was a thoughtful person— 


and most doctors are—he would more and more 
indulge his fancy in trying to estimate his posi- 
tion in society and his real worth to it. He might 
do this by attempting to evaluate his position 
and accomplishments in two areas of influence: 
first, his relationships with his patients, in his 
dealings with their health problems under all 
sorts of favourable and adverse conditions; sec- 
ondly, his relationships with his colleagues and 
other allied workers. 

In his little personal world of physician to his 
own patients he is conscious of remarkable pro- 
gress. In the first place, their demands on him 
have more than doubled during those 20 years. 
They now expect all their lacerations, their cut 
tendons and their fractures to be expertly tended. 
His curative powers have grown so fast that now 
he controls the diabetic process, slows down the 
aging of the elderly, rapidly checks pneumonia, 
meningitis and undulant fever, abruptly stops 
erysipelas and most ear infections, and reverses 
the destructive power of pernicious anzemia. He 
now gives monthly—instead of occasional—pre- 
natal care to the expectant mothers, delivers 
them in hospital and supervises the care of the 
new-born. And through it all he is expected to 
detect early the serious and unusual complica- 
tions that require the help of specialists. 

But the heritage of the general practitioner 
encompasses more than competence in technical 
skills for their physical ailments. He is being 
called upon to understand his patients more 
fully than ever before—to appreciate better the 
forces that drive and control them. He is being 
consulted more and more about their miseries 
and problems. These include the frustrations of 
the factory worker from his feelings of lack of 
accomplishment, the worries of the aging as 
they live longer and longer, and the tensions of 
family life on its various members as they try 
to live fuller lives. Formerly most of these 
people were content to bear their burdens in 
silence. But today more of them do not wish to 
be left alone with these difficulties. They want 
their doctor to make them his health problems. 
They are right in considering them health 
matters, for they are causing more physical dis- 
ability and even illness than we have dreamed 
of. There is so much to be done in aiding people 
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with these emotional problems that the success 
of a general physician depends to a considerable 
degree on his skill in handling their life situa- 
tions. This isa little bit of the world of himself 
and his patients. 

What of the other world of the medical pro- 
fession and other health workers? In it there has 
been just as wonderful progress. He has seen spe- 
cialization go from success to success. He marvels 
at the skill and confidence of the young surgeons 
of today. They are the glamour boys of the pro- 
fession. He hasn't the slightest quarrel with their 
success per se. They deserve it from their long 
arduous training and from the exhausting de- 
mands their work makes on them. But, with the 
best training reserved for specialists, he does 
covet for the general practitioner a comparable 
efficiency. He does want prestige for training in 
general practice to be on the same plane as train- 
ing in a specialty. He does want a liaison be- 
tween himself and the rest of his profession, and 
with our hospitals, that is comparable with that 
enjoyed by the specialists. 

These are convictions built upon his special 
awareness of the basic health needs of people, 
and upon his knowledge of what medical science 
can do. He is convinced that the miracles of re- 
search and high technical skill, no matter how 
far extended, are not complete substitutes for a 
family doctor’s or a personal doctor’s close rela- 
tionship with his patients. Nor is he yet per- 
suaded that medical science is so complicated— 
if divested of non-essentials—but that the general 
physician can deliver the very best general medi- 
cal care, and at a reasonable cost. 


In brief, he would conclude that his services 
have improved immensely over the 20 years. This 
has given him much real satisfaction. But the 
challenge is still there—to keep them on a high 
level and to improve them. Some have said that 
not much more can be done by general practi- 
tioners themselves except through individual 
effort. However, the general practitioners of the 
Canadian Medical Association have decided to 
make a collective effort through the formation 
of a College of General Practice. It will be a 
sort of “academic headquarters.” It is an attempt 
to fill a void, to do some of the things for gen- 
eral practice that the Royal College of Physicians 
and Surgeons of Canada has done to improve 
specialist medical and surgical practice. How 
may a College do this? 

Perhaps in time the College may be able to 
make concrete suggestions to universities to im- 
prove training at the undergraduate level for 
medical practice. Thereby, ways and means may 
be found of adding to the study of man’s 
anatomy, his excreta, his organ functions, etc., 
more study of human considerations, of how he 
and his family really live. These suggestions 
would aim at acquainting the medical student 
earlier with the features of normal medical prac- 
tice. 
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At the internship level much magnificent work 
is being done. It is almost all directed by hos- 
pitals. During the last three years many gradu- 
ates have been enquiring where they can get 
internships planned for general physicians. It is 
hoped that some of our larger non-teaching hos- 
pitals, such as those in Kitchener and Hamilton, 
could train interns specifically for general prac- 
tice. The College could help them spell out the 
details of such 2-year or even 3-year training 
programs. 


In the field of postgraduate education there 
is much to be done. There is an urgent need for 
more and better courses with greater doctor 
participation in the programs. Continuing mem- 
bership in the College—both active and asso- 
ciate—is dependent upon the doctor taking 100 
hours postgraduate study every two years. One- 
quarter of this must be through planned courses, 
“planned in relation to a teaching institution or 
as a part of an educational project of a group of 
doctors to meet a need.” Facilities for such 
studies vary greatly in the different provinces. 


But it is not enough to make courses available 
in the larger centres. Some of this medical in- 
struction will have to be taken nearer to the 
doctors. Moreover, some assistance will have to 
be given to the doctors to get away. I have a 
keen appreciation of the difficulty of many of 
them leaving the smaller places. The demands 
of a 24-hour practice are not easily cast aside, 
even for short periods.:A roster of locum tenens 
could be set up to the benefit of both resident 
and relieving physician. There are other media 
of instruction. It is not impractical to think of 
good reading courses for some areas with the 
books available through a lending library. Many 
a young doctor does not feel like purchasing 
$15.00 books. The radio might be used. It is 
being tried in the United States. 


The status of the general practitioner in large 
general hospitals is being reviewed in many parts 
of Canada. In this the College will give full 
support to certain principles. I cannot do better 
than give these as tube recently by the Presi- 
dent, Dr. Murray Stalker. They are: 


1. That a graduate with adequate training requires a 
hospital appointment. 

2. That Departments of General Practice—administra- 
tive in nature—be present in all general hospitals. Much 
has been accomplished in the United States and Canada 
along these lines as recommended by the American 
Academy of General Practice and approval by the Joint 
Commission for Accreditation of Hospitals. 

3. That the four R’s of the Joint Commission for the 
Accreditation of Hospitals will be fully respected. These 
are: Responsibility, Rules, Records and Review. 


To assist general physicians to qualify for 
greater ee in all fields of general prac- 
tice, including that of hospitals, fellowship quali- 


fications will be worked out. This will take a 
little time as it has never been —— any- 
eld, and 


where before. It is entering a new 
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therefore we must make haste carefully. At 
present, if.a general practitioner wishes to be- 
come certified for any reason, such as for his own 
satisfaction or for advancement on hospital staffs, 
he has had to become certified in a specialty. It 
is true that the term “specialist in general prac- 
tice” with its elements of limitation may have 
some features we do not like. But why not a 
specialist in general practice? Swelling of the 
head rarely does much harm. It is the shrinking 
that really hurts. 

There is some justified fear that such certifica- 
tion in general practice will. mean another 
division in our ranks—between the good and the 
not-so-good. But surely the day is nearly past 
when we can give so much consideration to the 
doctor who is content to rest on his old skills and 
refuses to keep abreast of modern medicine. We 
believe that a beginning must be made by our- 
selves to lay down standards for our work, in 
order to help solve some of our professional 
problems. We have been forced to recognize that 
certification is one of the best tried methods of 
the medical profession to protect itself. It will be 
one rung of a ladder which a general practitioner 
may climb, if he chooses to do so. 

The organization of this College is one measure 
of our faith in general practice. We have faith 
that general practice can come to have more 
meaning to the public, the profession and the 
hospitals, through the establishment of more ac- 
curate criteria for training for it, and with greater 
official recognition of excellence in general prac- 
tice combined with continuing postgraduate 
education. We have faith that the College may 
contribute to these ends through reliance on the 
co-operation of individual physicians, and 
through respecting the efforts a all other health 
workers. 

We ask your full consideration for the College 
and its projected activities. We hope for your 
support through membership in it, and for dona- 
tions to it. Its success or failure is entirely in the 
hands of the general practitioners of Canada. If 
too many of you “wait and see” what will happen, 
you will be seeing us all wait. 


MEMBERSHIP IN THE COLLEGE 


ACTIVE MEMBERSHIP is open to those who have 
been in general practice 5 years or its equivalent. 
One year’s internship is equivalent to one year 
in practice; two year’s internship is equivalent 
to three years in practice; each year’s assistant- 
ship is equivalent to one year in practice. The 
initial fee is $30.00; thereafter $15.00 annually. 

Associate membership is open to those who 
have been less than five years in general prac- 
tice or its equivalent. The fee is $10.00 per year 
except for those in first and second years of 
practice or assistantship, when the fee shall be 
$5.00 per year. The fee for interns is $5.00 per 
year. 
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FOUNDATION FUND 


This was established to help put the College 
on a firm financial base. Donations of any amount 
are solicited. Those who donate $100.00 or more 
will be considered Foundation Benefactors of the 
College, with suitable recognition given later. 


DATES AND PLACE OF MEETINGS DURING 
C.M.A. CONVENTION IN VANCOUVER 


Wednesday, June 16, 1954. 9.30 a.m. to 12.00 
noon. Organizing Committee—College of Gen- 
eral Practice. Salon E. 

Wednesday, June 16. 2.00 to 3.30 p.m. Board 
of Representatives of College of General Prac- 
tice. Hotel Georgia. Connaught Salon. 

Wednesday, June 16. 4.00 to 6.00 p.m. Meeting 
of members of College of General Practice. Hotel 
Georgia. Ballroom. 

Friday, June 18. 9.30 a.m. Meeting of the 
Board of Representatives of the College of Gen- 
eral Practice. Salon D. 


176 St. George St., 
Toronto, Ont. 





MISCELLANY 
A NEUROLOGIST RUMINATES® 
JEAN SAUCIER, M.D., Montreal 


[Presidential addresses usually run true to a 
somewhat conventional form. But Dr. Saucier, 
it will be seen, has followed his own form. He 
has steadily avoided what might have been 
expected to be said, yet in his vein of gaiety has 
maintained a current of reflective thought.— 
Eprror. | 


The founders of the Canadian Neurological Society have 
decided that the presidential address should take place 
after the annual Renee That probably was wise and I 
endorse such a debatable tradition even if presidents 
should speak in an atmosphere of post-cocktail and post- 
banquet cerebro-intestinal crisis. I endorse it because, 
so far, past presidents have overcome handicaps of that 
magnitude and they have succeeded in delivering tactful, 
serene, technical if not philosophical remarks that have 
apparently enthused their colleagues and friends. I must 
confess, however, that I have always pitied the after- 
dinner speaker who had to keep alive a physiologically 
slumbering awareness and fight against all evidence of 
a faltering attention. 


At all events, since this is not the place or time to 
modify our by-laws, the presidential address is and 
shall remain a post-eating affair. This does not mean 
that I wish to criticize my predecessors. Far from it, and 
I shall prove it at once o going through the same 
obstacles and pitfalls. 


*A shortened form of the Presidential Address to the 
—- ‘Neurological Association, in Winnipeg, June 21, 
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May I suggest, in the meantime, that our Society’s 
presidential speeches of the future deal with themes that 
are more flexible and more adapted to the chronological 
moment of the meeting? I would f° as far as suggesting 


that there be no theme at all and that the whole presenta- 
tion be left to the fantasy and whims of the speaker. I 
may be all wrong, but if I am, my successor could 
correct my understanding of the situation and turn to an 
homily ot his own choice. I shall to remain half- 
serious and half-satirical, with very doubtful results at 
that, for who knows if he has ever succeeded in carrying 
out his intentions to the full extent? 

I must publicly confess that I am still amazed to find 
myself occupying the presidential seat at this august 
gathering. I imagine that it is because I am supposedly 
bilingual to some extent, but is this true? Is it not 
rather an error? Perfect bilingualism is a utopia and 
even good bilingualism is seldom achieved; it is never 
more than an approximation. I believe that as good 
neurologists you will agree with me on that. 

One can speak with relative ease in French or English 
as long as the theme is purely formal and intellectual. 
For instance, one can om a paper on peripheral nerves 
almost equally well in French or English but as soon as 
emotional components burst into the scene the mother 
tongue immediately takes over and the effort at trans- 
lating becomes more or less obvious. For example, if 
Gilbert Adamson spilled my cup of coffee over the table- 
cloth and stained my shirt I would say, very slowly in 
English, with a marked French accent: “Oh! How un- 
fortunate, my friend!”, but it would not translate my 
instinctual thinking, in French, which would run some- 
what like this: “You miserable, awkward and clumsy 
Manitoban!” Even if I had said nothing, my features 
would have expressed anger or some analogous sentiment 
in French pantomine, because my thalamic engrams are 
inscribed in French whereas my cortical memories are 
probably more interchangeable through facilitation and 
training. In other words, one can be pleasant or neutral in 
another language whereas one can be thoroughly nasty 
only in one’s own maternal idiom. In the sphere of 
nastiness translations inevitably obliterate the fullness, 
the flavour and the colour of the original, unequivocal 
meaning. 

My friends, I wish you to rest assured that I have 
firmly decided to remain on the intellectual and formal 
level and one can depend on the sincerity of what has 
been said so far, and also of what is to follow. I have 
quoted examples which did not concern me in particular 
but which could have applied to each one of us as well. 
Being all neurologically minded your fears should be 
dispelled at once because you all know that I shall 
silence my thalamic thrusts. My so-called bilingualism 
being ontologically of recent acquisition it should and it 
will suggest my utmost vigilance and discretion. 

There is no denial that bilingualism is a fascinatin 
subject and I would have chosen it for my topic ha 
I not decided to adhere to no particular theme. I still 
wonder why you have chosen a unilingual president 
whose accent may be somewhat Canadian but definitely 
not 100% English . . . or, maybe, I know why. You must 
have done it through the spirit of sympathy and good 
companionship. Did it ever occur to you that such a 
sentiment was a very rare one when it remained re- 
stricted to the person-to-person level? I would not flatter 
myself to the point of believing that such has been the 
case for me. I would rather think, as more likely, that you 
have looked upon me as the representative of.-a large 
section of the Canadian population and it honours me 
very much to envisage the situation in such a way. Far 
from lessening your beau geste, it underlines your acute 
sense of kindness and equity. I have been deeply moved 
by your unanimous wish and I immediately imputed the 
privilege to’ my fellow-French-speaking colleagues. 

Since we have touched on the subject of kindness and 
sympathy, free associations took me back to the Belgian 
criminologist. Etienne.;de Greeff who recently wrote..a 
master essay on human behaviour. With your permission, 
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I shall translate from it a few momentous paragraphs 
for you: 


“Most people can still have compassion for those who 
suffer, help one who has met with an accident, protect 
an orphan and console one who is afflicted with grief. 
Because of that tendency, distress has acquired a certain 
right to social existence, and organizations to that effect 
have grown up. On the other hand, there are very few 
persons who can rejoice over the happiness of others. 
Most humans are aware of the fact and hide their joy 
to their fellow-men. 


“In fact, commiseration confers on the one who has 
pity a certain superiority over the one who suffers; and 
despite it. all, a certain satisfaction may be linked with 
the helping attitude. But the perception of joy in others 
confers on the happy one a real superiority, at least felt 
as such; we should then welcome one who is happier 
than we are. He will at once provoke a certain envy 
and we become inclined to expel him rapidly. A great 
multitude of people, otherwise called perfect, cannot 
bear the happiness of others and repress more rapidly 
those with a joyful personality than those with a de- 
pressed mood. Many humans are not only dehumanized 
when joy is concerned but they do not even let the 
joy of others reach them. Joy is a superfluous entity. 
To share the joy of a stranger fortuitously met is a 
flower of moral life: to share the happiness of a friend 
is almost an act of virtue. 


“Politeness and good manners demand that we con- 
ceal from others the sight and the story of our mis- 
fortunes, because, most of the time, they could do noth- 
ing to change ine situation, but also because it is un- 
civil to make one feel to what extent he would not 
care to put himself out and would, be easily compelled 
to cut you off a little from his life, and finally, because 
it would mean that you would accept unrestricted 
humiliation. 


“Politeness and good manners again call for the same 
cautiousness regarding our happiness and our good 
fortunes. It is unbecoming, it is almost an act of 
aggression, it is decidedly unwise to convey them by 
words or by gestures without discretion, circumspection 
and clever reserve. 


“Only very few privileged ones succeed in living 
in communion with the joys and sorrows of men, and it 
is never but to a certain extent; however, it is sufficient 
to classify them among those who are in affective and 
intellectual communion with humans. They live among 
men, they identify themselves with them; they accept 
them. Such a phenomenon is also called love.” 


These few paragraphs on human nature should not 

be interpreted as a topic because human nature is 
resent wherever men meet and references to its ever- 
asting existence must be taken for granted. Furthermore, 
I have been taught that casual interpretations are allowed 
in any speech provided that they are short, realistic, true 
and not interfering with the main body already men- 
tioned which is one of fantasy and ever-extending 
flexibility. 

The fact of the general indifference of men toward 
each other is not very exhilarating but it is basically 
true. It has rendered illusory methods of assistance based 
upon individual good-will and upon kindness of persons 
in their relations with other persons. However, as if it 
were to counterbalance that fundamental apathy, there 
is also the fact of the social establishment of aid to 
the sick, to the invalids and to the wounded, of: mutual 
security and of social awareness of gaps to be filled. 
This magnificent collective commiseration seems to be 
in opposition to what I already mentioned about our 
desperately egocentric tendencies, and there is no doubt 
that the civilized world of today is justly proud of its 
clinics and of its social achievements of all sorts, but, 
to what extent are such grandiose achievements the result 
of .individual commiseration? Unfortunately, when one 
looks at it .a little more closely, this colossal self-decep- 
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tion must be of short duration, because after all, in such 
instances, administrative bodies make up for individual 
deficiencies. Love and sympathy of men such as Pinel 
and of women such as Florence Nightingale have created 
the active basis upon which parasitic activities, boards 
of directors and finally, a central administration have 
——. The function of helping and of protecting 
follows the pattern of the ministry of war and munitions, 
and the same society builds at the same time and with 
the same thoughtless and candid unconcern jet bombers 
and first-aid kits. 

And while our leaders teach how to care they also 
teach how to kill. In this incoherent ensemble the human 
person is part and function of the goods to be salvaged! 
It is as if man had become a social abstraction. 

Since we already possess organizations that adequately 
protect collective human life could we not contusedly 
foresee an organization that would also protect in the 
same way human personality, the life of the soul in its 
broadest meaning, and which would permit sufficient 
spiritual and moral expansion of man? That is doubtful 
and even unlikely. Those hospitals and various charitable 
institutions have been created by virtue of a “right” 
for each one to health, care and life. Spontaneous sym- 
pathy has nothing to do with “rights”. Collective love is 
an artificial sentiment. It seldom expresses the under- 
lying import of self-giving. It is not far from the com- 
mercial give-and-take attitude. The man for whom such 
buildings have been erected is not the man who suffers, 
the foresaken man, the poor who needs help, the man 
about whom society worries. That man is the abstraction, 
the number in a series, the’14 millionth part of Canada. 
This mechanical organization of health, this anonymous 
care of the physical and economical being called a man 
does not protect the person but becomes, like other 
mechanical aspects of social life, a sort of police of 
health and welfare. 

But does the human person ask for a change and 
call for help? There is no such an outcry. The human 
person becomes adjusted to the suggested improvidence, 
it shrinks into space that is more and more restricted, 
relying upon collectivity for all that concerns its upkeep, 
its health, its work and pleasure. 

Along these lines we have a great lesson to learn from 
the people of India. Some Indians, instead of conduct- 
ing an attack against the world have succeeded in adjust- 
ing themselves individually, by acquiring invulnerability 
through a sort of desensitization technique. Such a 
doctrine has gained tremendous momentum under the 
leadership of Gandhi and has extended itself to social 
activity under the names of non-aggression and non- 
violence principles. This seems to be still unattainable 
by the minds of Europeans and Americans. 

While giving verbal form to these thoughts and ob- 
servations I could not help being embarrassed by their 
unusualness and their weight. My embarrassment became 
still more acute when I re-read them and, ‘although they 
sounded true I was as if bewildered by their importance. 
In other words, the thinking of them was fairly spon- 
taneous but the putting them into words aroused in me 
a feeling of ill-ease as if I lacked elementary .pudicity in 
offering them to you. I then remembered the very ap- 

ropriate remarks of Blaise Pascal about truth and it 
elped me in grasping the significance of my own per- 
plexity. Pascal’s remarks read as follows: 


“Our senses grasp nothing that is extreme. Too much 
noise deafens us; too much light blinds us; too far or too 
near prevents our seeing; too long or too short is beyond 
understanding; too much truth stuns us.” 


I only hope that you do not remain stunned to the 


point of feeling unhappy about it. At all events, my 


themeless address shall now turn to more casual data. 
It will deal with more specific human observations. It 
will deal with neurologists. 

I have a weakness for inventories. Three years ago, 


on the occasion of a dinner in the Laurentians to cele- 
brate Wilder Penfield’s 60th birthday I drew up a fanci- 
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tul statistical study of the Montreal Neurological Institute 
that supposedly was a correct auditing ot that noble 
institution’s assets. Proceeding by analogy, if I were to 
collect the essential intormation about the actions of one 
of us during a day’s work, for instance Francis Mc- 
Naughton’s or Cliftord Richardson’s routine, it would 
read like this: the tollowing, of course, is not based upon 
my Own routine but has been dictated by the tancy of 
neurological fairies: 


1 breakfast eaten alone; 1 big rush under the shower; 
1 perfunctory glance at the first page of the morning 
paper; 1 hiccup while looking quickly at the stock 
market quotations; 3 or 4 brief remarks to the Resident; 
1 long commentary to the Admitting Nurse; 2 calumnies 
over psychoanalysts; 1 dead battery in the ophthalmo- 
scope; 3 slanderous remarks about psychiatrists; 1 for- 
gotten appointment; Several white lies; 4 cheques to pay 
urgent bills; 1 case presentation; 1 passionate discussion 
with the EEGist; 1 quiet argument with the pathologist; 
1 emergency at noon; 1 half-lunch; 4 public patients late 
for their appointment; 2 private patients on time; Several 
repressed wishes; Several useless prescriptions to quench 
the thirst of naive patients for tonics; %4 hour reading 
advertisement literature, some of it being excellent; 1 
second thought on yesterday’s diagnosis; 1 long psychi- 
atric case sent for neurological opinion; 3 prescriptions for 
phenobarbital; 1 invigorating Scotch before dinner; 1 
weakening Scotch too soon after; 1 late dinner with an 
angered wife, the children having eaten earlier; 1 read- 
ing of a neurological periodical; 3 paragraphs added to 
the article in progress; Several yawns; % tablet of 
amytal; 1 hasty evening prayer; 1 protesting snore from 
the maid upstairs; 2 dreams on distorted body-image. 


Continuing my vagrancies in the realm of man the 
very little known, and being profoundly interested if not 
biologically involved in music, I could not escape the 
temptation of making a short incursion into ‘the psy- 
chology of a very primitive instrument which is hardly 
an instrument, I mean the psychology of bells. I shall try 
to analyse briefly why they appeal so much to the soul 
of man. The first reason is probably the fact of their 
rhythm. It is a slow, imperturbable rhythm of might, and 
we are easily caught by such a movement as if it sprang 
out of things and as if it came from places unfamiliar 
to our daily routine feelings. And we soon find out that 
the rhythm has a voice. The song of bells encloses us for 
a moment in the surroundings and compels us, to a 
certain extent, to adapt ourselves to its spell; it is not lon 
before we identify in its undisturbed, monotonous ae 
yet devastating chant our own vibrating emotional 
equivalent. The music of bells is a fine example of an 
affective contact with things. In the same line of trans- 
ference the song of birds binds us more closely to nature. 
The instrument gives us the rhythm and we supply the 
rest. We always ignore such a deviated projection. 
Through this subterfuge we humanize our environment, 
we prepare it to welcome us while actual resistance 
passes unnoticed. 

I must apologize again for this unconscious tangential 
thrust into h 
of kindness and consolation that music always exerts on 
me. Music helps us in being better humans, and when 
I say music I do not mean chaotic rhythm; I mean J. S. 
Bach, Mozart, Vivaldi, Beethoven, Schubert and all the 
masters of noble thought. Without such comforting and 
serene oases men would be more often merciless and 
cruel. It is through the process of humanization that we 
shall nullify aphorisms such as this one of Mark Twain: 


“All that I care to know is that a man is a human 
being—that is enough for me; he can’t be any worse.” 


and this other one of William James: 


“Man, biologically considered, is the most formidable 
of all beasts of prey, and indeed, the only one that preys 
on its own species.” 


uman nature. It must be blamed on the spell’ 
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There is hope that these satirical sallies represent but 
a transitional state of affairs, but in the meantime, we 
are still overwhelmed by the blinding power of technique 
which produces much while the domain of genuine 
values is governed by the affect which produces very 
little in the way of actual and palpable deeds. Affect 
does’ not easily translate itself into words and it is still 
difficult to give a correct definition of happiness, kindness 
and love. All men have known what such words meant 
but, except for a few poets, architects, painters and 
sculptors they have died before they could state pre- 
cisely what they were. Technique deals with reality. 
Values aie concealed on the obscure shelf of illusion. 

I have gone astray once more or perhaps have done 
so On purpose. One never can tell when fantasy becomes 
reality, and, we have so little time left to spend together. 
But, does it matter, will you think, and is it not true that 
man has conquered time? It is so, but it is equally correct 
to ‘add that the conqueror of time has yet to discover a 
device whereby he could modify the speed of his think- 
ing. He has not invented that so far, and in the meantime 
he must adapt his intellectual life to the rhythms of 
mechanical speed. Paradoxically, this victory over time 
does not give man more time at his disposal. In short, 
speed abolishes time and practically kills what goes with 
the concepts of duration and continuance. 

I hope that I have kept my word in offering you an 
address that was so simplified and so easily assimilated 
that it has prevented your digestive processes from be- 
coming assaultive and perturbed. I have dealt with every- 
day issues and my comments have been short. I have 
utilized irony to some extent but I should not be ex- 
cused for it because, as Georges Duhamel says, “healthy 
irony, which is also known as English Humour, is not 
mockery, and should it be forbidden then we would be 
deprived of the pleasure and necessity of portraying the 
avenging caricature.” A long time ago, Montaigne said 
that: 


“Whenever a new discovery is reported to the scientific 
world, they say first: ‘It is probably not true.’ There- 
after, when the truth of the new proposition has been 
demonstrated without question, they say: ‘Yes, it may be 
true, but it is not important.’ Finally, when sufficient time 
has elapsed to fully evidence its importance. they say: 


>>> 


‘Yes, surely it is important, but it is no longer new’. 


We should teach that whatever is true and important 
never grows old. Let us then banish our grudges and 
proclaim our mutual understanding. 





LANGUAGE PROBLEM 


An offhand comment on the problem presented by 
“review” and “revue” in a recent. issue of the News 
(Armed Forces Medical Library) has prompted WJW_to 
ofter the following humorous observations in one of his 
monthly divisional reports: 

One of the really ambiguous words in the English 
language is “copy.” It may mean either a hand-made 
duplicate or a +6 at hically-made duplicate, either 
of a printed work or of a hand-written document or 
letter, as in the expressions “manuscript copy” or “photo- 
stat copy” or “microfilm copy.” For this I believe that 
the normal French equivalent is “reproduction.” Just to 
complicate the issue, one may note that the French 
“reproduction” may also mean a “reprinting,” something 
which the English word “copy” does not mean. 

Anyone who is still with us may now consider the 
other sense of “copy,” which the dictionaries define thus: 
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“A single printed pamphlet, book, or the like, of an 
edition or issue.” We are repeatedly making to book 
dealers, to their sorrow, such remarks as this: “We al- 
ready have a copy of the 1548 edition.” Here “copy 
is the equivalent of the French “exemplaire,” which we 
might translate as “example” or “sample” or “specimen. 
So far as I know, we never actually say in English, “We 
have an example of that edition,” though we do on 
rare occasions say, “We have a specimen of that 
edition.” 

This ponderous build-up will have prepared the way 
for a quotation from a recent letter by a European 
scholar writing in English but obviously thinking in 
French, who said: “I endeavoured in vain to get your 
‘Catalogue of Incunabula’ Therefore I address 
myself to you begging, if you could send me this in 
the form of a recension sample.” The term “tecension 
sample” can only be a literal rendering of the French 
“exemplaire de recension” which may be translated back 
into English as “a review copy.”—Armed Forces Medical 
Library News, 9: March 1954. 





HOSPITAL ACCREDITATION 


Dr. Lorne Gilday, Montreal, Chairman of the Cana- 
dian Commission on Hospital Accreditation, announces 
that two field representatives will commence an active 
program of inspection and rating of Canadian hospitals 
on April 1. They are Dr. Karl E. Hollis, former super- 
intendent of Sunnybrook Hospital, Toronto, and Dr. Jean 
Jacques Laurier, Assistant Medical Director of the 
Hopital du Sacré-Coeur, Montreal. 

Applying the standards elaborated by international 
agresenens with the Joint Commission on Accreditation 
of Hospitals, there will be available for the first time in 
Canada an adequate number of field representatives to 
serve the needs of our expanding hospital service. 

Many Canadian hospitals which have enlarged and 
improved their facilities have not been inspected for 
some years and it will be the endeavour of the Canadian 
Commission to have them visited as soon as possible. 
The ultimate objective of the accreditation program is 
to identify those hospitals which meet the high standards 
of organization, services and safety which are the assur- 
ances of the patient that he will be well cared for. In 
the process of visitation and inspection, valuable educa- 
tional work is carried out to assist hospitals to improve 
their deficiencies and to attain the status of fully ac- 
credited institutions. 

This work is financed and supported by the Royal 
College of Physicians and Surgeons of Canada, the 
Canadian Hospital Association, l’Association des Médecins 
de Langue Francaise du Canada and the Canadian 
Medical Association. 

Hospitals which desire to be considered for accredita- 
tion are encouraged to apply to the Joint Commission 
on Accreditation of ‘Hospitals, 660 North Rush Street, 
Chicago. 





NIGHT STARTS 


Nocturnal jerking of the limbs, sufficient to arouse a 
person at the moment of going to sleep, occurs com- 
monly in normal individuals. The jerks are usually con- 
fined to the lower limbs, and never occur except at the 
onset of sleep: usually the sufferer falls asleep again 
immediately. Excessive jerking, referred to as nocturnal 
myoclonus, must be regarded as abnormal according to a 
recent report. This type may become so frequent that 
it interferes with sleep, and may necessitate barbiturate 
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therapy. These jerkings may also occur during mental 
and physical relaxation during the day. 

Myoclonic jerkings occur not infrequently in epileptic 
subjects first thing in the morning and may often pre- 
cede a generalized seizure: in some epileptic patients they 
may be precipitated by various sensory stimuli. Excessive 
nocturnal myoclonic jerks may, in fact, be precursors of 
epilepsy later on. In this report it is suggested that the 
syndrome of nocturnal myoclonus is an epileptic variant 
which may be familiar in nature.—Symonds, C. P.: J 
Neurol. Psychiat., 16: 166, 1953. 





DR. WILLIAM McCLURE 


Our attention has been drawn to a recently observed 
birthday which should be of wide general interest. It is 
that of Dr. William McClure, of Toronto, who reached 
his 99th year on April 9, 1954. It is not too late to pay 
our tribute to Dr. McClure on this occasion. 

He graduated in medicine from McGill University in 
1884, and after working as medical officer with the then 
growing Canadian Pacific Railway in the West, was 
superintendent of the Montreal General Hospital for 
three years. In 1888 he began, as a medical missionary, 
the work in China with which his name is enduringly 
associated. In 1916, at the age of 60 he was appointed 
Professor of Medicine iri Cheeloo University in Shan- 
tung, and continued to perform outstanding service in 
medicine in China for the next 22 years, only returning 
finally to Canada in 1938 when his university was 
seized by the communists. He had received an honorary 
LL.D. from his alma mater in 1936. 

Younger —_ will be more familiar with the 

of his son Dr. Bob McClure ( M.D. Toronto, 
1923) whose achievements in the same field as his 
father have shown an equally unquenchable spirit. After 
unique and prolonged experience in mission work and 
with the fighting in China Dr. Bob McClure has gone 
from Gaza to continue his work in Central India. 

Dr. Wm. McClure has earned admiration for a long 
life finely devoted to the highest traditions in medicine. 
His lifelong friend Rev. A. W. Lochead tells us that Dr. 
McClure’s memory and judgment “are still very good, 
and he shows his friends how beautiful old age can be”. 
May his serenity continue unclouded to his latest day. 





PROCAINE INJECTION INTO THE 
GLOBUS PALLIDUS IN 
HYPERKINETIC DISORDERS 


The demonstration by Cooper of New York that 
surgical occlusion of the anterior choroidal artery had 
a therapeutic effect on tremor and rigidity in advanced 
Parkinsonism, because of its blocking effect on the blood 
supply to the globus pallidus, led this author to try 
to devise a test for case selection for this major surgical 
intervention. A trial of procaine blocking of the globus 
pallidus by introduction of a ventricular needle —_ 
a trephine opening in the skull was therefore made. 
Procaine (5 minims of 0.5% solution) was injected, 
through a trephine hole by means of a needle inserted 
to a depth of 4.5 cm. into the brain, into the globus 
pallidus in 10 cases of Parkinsonism. In eight, tremor 
and rigidity in the contralateral limbs were reduced or 
abolished within 2 to 5 minutes of the injection, and 
remained diminished for times up to 48 hours. No motor 
weakness occurred. The technique of proéaine injection 
into areas concerned with motor function deserves 


further study as a preoperative diagnostic tool.—Cooper, 
I. S.: Science, 119: 417, 1954. . 
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Preliminary Program 
EIGHTY-SEVENTH ANNUAL MEETING 


Canadian Medical Association 


VANCOUVER, JUNE 14-18, 1954 


President—Dr. C. W. Burns, Winnipeg. 
President-Elect—Dr. G. F. Strong, Vancouver. 
Chairman of the General Council— 
Dr. N. H. Gosse, Halifax. 
General Secretary—Dr. T. C. Routley, Toronto. 
Deputy General Secretary—Dr. A. D. Kelly 
Toronto. 
Assistant Secretary—Dr. A. F. W. Peart, Toronto. 
Preparations for the Eighty-Seventh Annual 
Meeting are well advanced and active local 
committees. of the British Columbia Division 
have been busy in arranging a program of events 
which has elements of interest for every doctor 


and his wife. The General Council will meet on 
Monday and Tuesday, June 14 and 15 to discuss 
the business of the Association. The Scientific 
Program will commence on Monday, June 14 
and will continue for five full days through 
Friday, June 18. In addition to the meetings of — 
the Specialist Societies held in close relationship 
to the Canadian Medical Association, a full 
scale program of clinical presentations in Colour 
Television will take place during the first two 
and a half days of the meeting. 

The Annual General Meeting will be held on 
Wednesday evening, June 16, and this event will 
be followed by the President’s reception and 


“‘The Pacific Shore in ’54“’ 


C.M.A. CONVENTION 


JUNE 14 - 18, 1954 


Make Your Reservation NOW 


MAIL THIS APPLICATION 


HOWARD BLACK M.D., 
CHAIRMAN—HOUSING COMMITTEE, 
ACADEMY OF MEDICINE BLDG., 
1807 WEST 10th AVE., 

VANCOUVER, B.C. 


Please reserve the following: 
Single ie 
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dance. A unique feature of medical week in 
Vancouver will be the inaugural ceremony to 
launch the College of General Practice of Can- 
ada. This historic occasion will be held on 
Thursday, June 17. 


The preliminary program of scientific sessions 
is as follows: . 


Monday, June 14 


CLINICAL PROGRAM IN COLOUR 
TELEVISION 
9.30 a.m. - 12.00 p.m. 


Radical Removal of the Breast. 


Dr. Roger Wilson; Dr. Lyon H. Appleby; Dr. 
Ronald D. Nash. 


The Treatment of Squint. 


Dr. John A. McLean; Dr. Derek G. Simpson; Dr. 
Roy J. Paine; Dr. E. F. Raynor. 


Clinical Use of Radioactive Iodine in Diseases of the 
Thyroid Gland. 


Dr. E. T. Feldsted; Dr. Hamish W. McIntosh. 


Arterial Insufficiency. 
Dr. T. R. Sarjeant. 


2.00 p.m. - 4.30 p.m. 


Oral Cancer. 
Dr. A. M. Evans; Dr. Ronald D. Nash. 


Evaluation of the Obstetrical Pelvis. 
Dr. A. E. Trites. 


The Hzmolytic Anzmias. 
Dr. William H. Perry. 


Safe Anzsthetic Procedures for Obstetrical Practice. 
Dr. Eric Webb. 


Demonstration of Plaster Techniques. 
Dr. F. C. Preston. 


Tuesday, June 15 
Clinical Program in Colour Television 


9.30 a.m. - 12.20 p.m. 
Solitary Lesion of Lung. 


Dr. W. Elliott Harrison; Dr. R. Wallace Boyd; Dr. 
P. W. Morse; Dr. 


Gordon F. Kincade; Dr. 
Malcolm Allan; Dr. H. Dumont. 


Intra-articular Injections. 
Dr. Arthur W. Bagnall. 


Surgical Treatment of Emergencies. 


Dr. Allan D. McKenzie; Dr. R. G. Langston; Dr. 


J. W. Cluff; Dr. Cameron S. Allen; Dr. K. D 
Charron. 


2.00 p.m. - 4.30 p.m. 


Parenteral Fluid Administration to Infants. 
Dr. J. W. Whitelaw; Dr. Margaret Mullinger. 


Obesity. 
Dr. Hamish W. McIntosh. 
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A Clinical Demonstration of Joint Disabilities. 
Dr. A. S. McConkey. 

External Version. 
‘Dr. Jack E. Harrison. 


Acne. 
Dr. Donald Williams. 


Wednesday, June 16 


Clinical Program in Colour Television 


9.00 a.m. - 12.00 noon. 


Czsarean Section and Resuscitation. 
Dr. Fergus Johnston; Dr. E. B. Trowbridge; Dr. 
Peter H. Spohn; Dr. Geoffrey C. Robinson. 
Neurological Gaits. 
Dr. Charles E. G. Gould. 
Examination of a Normal Newborn. 
Dr. A. F. Hardyment. 
Rehabilitation Procedures. 


Dr. F. P. Patterson; Dr. Harold H. Boucher; Dr. 
Donald E. Starr; Dr. Howard Weaver; Dr. 
William J. Thompson. 


Wednesday, June 16 


Section of Historical Medicine 


9.00 a.m. - 12.00 noon. 

Canadian Psychiatry—An Historical Outline. 
Dr. E. L. Margetts, Montreal. 

Medical Men and Creative Writing. 
Dr. T. F. Rose, Victoria. 

The Two Hameys—The Stranger and the Son. 
Dr. J. W. Macleod, Saskatoon. 

Osler and his Tolerance. 
Dr. A. I. Willinsky, Toronto. 


GENERAL SESSION 


2.00 p.m. - 3.30 p.m. 


Valedictory Address. 
Dr. C. W. Burns, Winnipeg. 
Some Recent Advances in the Treatment of Hzmato- 
logic Disorders. 
Dr. C. C. Sturgis, Ann Arbor, Mich. 
The Lister Lecture—Chemotherapy of Tuberculosis. 
Sir Howard Florey, Oxford, England. 


ROUND TABLE CONFERENCES 


3.45 p.m. - 5.15 p.m. 


Rehabilitation. 
Dr. Wallace Wilson, Vancouver (Chairman); Dr. 
Frank A. Turnbull, Vancouver; Dr. Arthur W. 
Bagnall, Vancouver; Mr. S. Alan S. Malkin, 
Nottingham, England; Dr. Donald C. Graham, 
Toronto; Dr. H. Hoyle Campbell, Toronto. 


Use of ACTH and Cortisone in Pediatric Practice. 
Dr. Reginald H. Wilson, Vancouver (Chairman ); 
Dr. A. L. Chute, Toronto; Dr. C. Collins-Williams, 
Toronto; Dr. Maurice Young, Vancouver; Dr. 
Hamish McIntosh, Vancouver. 

Lesions of the Breast. 

Dr. T. R. Sarjeant, Vancouver (Chairman). 
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Clinical-Pathological Conference 


Dr. H. Rocke Robertson, Vancouver (Chairman); 
Dr. William Boyd, Vancouver; Dr. Murray McC. 
Baird, Vancouver; Dr. Roger Wilson, Vancouver. 


Thursday, June 17 
Session A 


9.00 a.m. - 12.00 noon. 
Hypogonadism. 
Dr. H. W. McIntosh, Vancouver. 


A Canadian Table of Average Weights. 
Dr. L. B. Pett, Ottawa. 


Gout. 
Dr. H. G. Kelly, Kingston. 


Lead Absorption and Its Control. 
Dr. W. S. Huckvale, Trail. 


An Evaluation of Various Forms of Treatment of 
Toxic Goitre. 


Dr. C. C. Sturgis, Ann Arbor, Mich. 


Pyogenic Infections of the Skin. 
Dr. G. B. Sexton, London. 


Section of Anzsthesia 


9.00 a.m. - 12.00 noon. 
Intravenous Demerol Anzsthesia. 
Dr. H. Randall, Vancouver. 


Clinical Evaluation of Hexylcaine Hydrochloride 
(Cyclaine) as a Local Anzsthetic Drug. 


Dr. R. A. Gordon, Toronto. 


A Review of Obstetrical Anesthesia and Analgesia. 
Dr. J. A. McNab, Vancouver. 


Anesthetic Procedures in a Small Community 


Hospital. 
Dr. L. J. Patterson, Red Deer. 


Business Meeting, Section of Anzesthesia. 


Section of Radiology 


9.00 a.m. - 12.00 noon. 
The Use of Radioiodine in Thyrotoxicosis. 
Dr. E. T. Feldsted, Vancouver. 


Benign and Malignant Gastric Ulcers. 
Dr. G. I. Norton, Vancouver. 
Diagnosis and Treatment of Calcifying Lesions of the 
Shoulder Joint. 
Dr. Roger Hall, Edmonton. 


Recent Advances in the Control of Breast Cancer 
Metastasis. 


Dr. O. M. Sadler, Vancouver. 


Session B 


9.00 a.m. - 12.00 noon. 
Common Rectal Disorders. 
Dr. C. C. Jackson, Vancouver. 
Topic to be announced. 
Dr. N. L. Elvin, Winnipeg. 


Partial Gastrectomy and its Sequelz. 
Dr. F. I. Lewis, Toronto. 
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Rehabilitation in Poliomyelitis. 
Dr. W. J. Thompson, Vancouver. 


a Treatment of Fractures of the Elbow 
oint. 


Dr. F. R. Tucker, Winnipeg. 
Phlebitis—Its Long Term Outlook. 
Dr. James R. Francis, Calgary. 
12.00 noon - 2.00 p.m.—Association Luncheon. 


Launching of the College of General Practice of 
Canada. 


GENERAL SESSION 


2.00 p.m. - 3.30 p.m. 


The Surgical Treatment of Mitral Stenosis. 
Dr. Ross Robertson, Vancouver. 
Obstetric Deaths. 
Dr. Bayard Carter, Durham, N.C. 


The National Sickness Survey. 
Dr. G. D. W. Cameron, Ottawa. 


ROUND TABLE CONFERENCES 


3.45 p.m. - 5.15 p.m. 
New Drugs. 
Dr. R. B. Kerr, Vancouver (Chairman). 


Communicable Diseases—Prevention, Diagnosis and 
Treatment. 


Dr. J. F. McCreary, Vancouver (Chairman); Dr. 
A. J. Rhodes, Toronto; Dr. H. Medovy, Winnipeg; 
Dr. Milton H. Brown, Toronto. 


Gall Bladder Disease. 
Dr. L. H. Appleby, Vancouver (Chairman). 


Clinical-Pathological Conference 


Dr. D. S. Munroe, Vancouver (Chairman); Dr. 
Desmond Magner, Ottawa; Dr. D. J. Conway, 
Ottawa. 


Friday, June 18 
Session A 


9.00 a.m. - 12.00 noon. 
Carbon Tetrachloride Poisoning. 
Dr. G. C. Robinson, Vancouver. 
The Diagnosis of Cardiac Infarction. 
Dr. G. W. Manning, London. 


Recent Advances in the Approach to Psychosomatic 
Problems. 
Dr. A. B. Stokes, Toronto. 


A Physician Looks at Gastrectomy. 
Dr. A. M. Johnson, Vancouver. 


The Comatose Patient. 
Dr. E. F. Brooks, Toronto. 


The Anzmias. 
Dr. D. G. Cameron, Montreal. 


Session B 


9.00 a.m. - 12.00 noon. 


The Management of Bleeding Peptic Ulcers. 
Dr. G. F. Homer, Victoria. 
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The Diagnosis of the Acute Abdomen. 
Dr. F. H. Wigmore, Moose Jaw. 


The Value of Sectional Radiography. 
Dr. Charles Vaughan, Hamilton. 


Tracheotomy. 
Dr. N. J. Blair, Vancouver. 


Urological subject. 
Dr. C. B. Stewart, Winnipeg. 


Emergency Surgery of the Newborn. 
Dr. J. R. Neilson, Vancouver. 


Armed Forces Medical Section 


9.00 a.m. - 12.00 noon. 


Lessons for Civilians Derived from the Air Evacuation 
of Military Patients. 


Air Commodore A. A. G. Corbet, Ottawa. 


The Canadian Forces Medical Council—Its Place in 
National Defence. 


Dr. J. A. MacFarlane, Toronto. 


The Effective Use of Medical Manpower in a National 
Emergency. 


Air Marshal Sir Philip Livingston, Duncan. 


Report from Korea. 
Brigadier K. A. Hunter, Ottawa. 


Section of Obstetrics and Gynzcology 


9.00 a.m. - 12.00 noon. 


Management of the Cardiac Patient in Pregnancy. 


(a) Medical Aspects—Dr. C. G. Campbell, Van- 
couver. 


(b) Obstetrical Aspects—Dr. Thomas Primrose, 
Montreal. 


Carcinoma In Situ of the Cervix. 
Dr. Bayard Carter, Durham, N.C. 


Hydatidiform Mole and Chorioepithelioma. 
Dr. J. R. McArthur, Toronto. 


Placental Pathology. 
Dr. J. P. A. Latour, Montreal. 


Section of Ophthalmology 


9.00 a.m. - 12.00 noon. 
Ocular Pemphigus. 
Dr. D. G. Simpson, Vancouver. 


The Cross-Eyed Child. 
Dr. J. W. Duggan, Edmonton. 


Plastic Lens Insertion after Cataract Extraction :— 
A Series of Cases. 
Dr. J. P. Harshman, Toronto. 
Ocular Muscles. 
Dr. E. F. Raynor, Vancouver. 


Epithelial Downgrowth. 
Dr. K. O. Fleming, Vancouver. 


GENERAL SESSION 
2.00 p.m. - 3.30 p.m. 


Therapeutic Possibilities in the Lymphomas. 
Dr. D. M. Whitelaw, Vancouver. 
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Guest speaker and Topic to be announced. 
Surgical Emergencies in the Newborn: Their Recog- 
nition and Treatment. 
Dr. C. C. Ferguson, Winnipeg. 


ROUND TABLE CONFERENCES 
3.45 p.m.-5.15 p.m. 


Current Treatment of Allergic Disease. 
Dr. C. H. A. Walton, Winnipeg (Chairman); Dr. 
T. H. Aaron, Edmonton; Dr. A. R. Birt, Winni- 
peg; Dr. J. D. L. FitzGerald, Toronto; Dr. Bram 
Rose, Montreal. 


Do’s and Don’t’s in the Treatment of Common Skin 
Disorders. 
Dr. D. H. Williams, Vancouver (Chairman). 
Pregnancy and Its Relation to Various Systemic 
Diseases. 
Dr. F. W. B. Hurlburt, Vancouver (Chairman); 
Dr, A. M. Agnew, Vancouver; Dr. W. A. Oille, 


Toronto; Dr. D. R. Wilson, Edmonton; Dr. L. 
Lowenstein, Montreal. 


Clinical-Pathological Conference 


Dr..A. Y. McNair, Vancouver (Chairman); Dr. H. 
H. Pitts, Vancouver. 





MEDICAL COLOUR 
TELEVISION 
Part II. 


WHEN MEDICAL COLOUR TELEVISION is shown at 
the Vancouver meeting in 1954, it will present 
an outward appearance considerably different 
from that seen at the Montreal meeting in 1951. 
This “new look” of the televised teaching pro- 
gram is the result of recent developments in 
colour television research. Changes evident in 
Vancouver, however, are to be classed as refine- 
ments, not revisions, of the fundamental ad- 
vantages colour television brings to medical 
education. These advantages were implicit in 
the initial promise of the colour medium. 

In 1951, physicians attending the Montreal 
meeting saw medical colour television in its in- 
fancy. Yet, even at this stage of its development, 
more than 1,000 doctors were able to view clini- 
cal demonstrations and operative procedures that 
would have been denied to all but a few without 
the benefits of colour television. While the most 
obvious asset of the medium is this ability to 
show detailed subject matter to large medical 
audiences, other teaching qualifications are no 
less significant. The doctor-participant giving a 
clinical presentation can make use of a wide 
diversity of material ranging from minute items 
to apparatus as large as an iron lung. Charts, 
slides, radiographs and all other forms of graphic 
information pertinent to the topic under discus- 
sion can be employed. Patients and fellow spe- 
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cialists can be introduced into his discussion, a 
procedure awkward in a platform clinic, but 
handled with ease before the cameras. 


The presentations themselves are not limited 
to any set form but can be conducted by any 
combination of as many as five men, an ad- 
vantage that has been fully utilized by the 
physicians appearing in the Vancouver program. 
For example, a presentation can consist of a 
discussion of diagnosis and therapy for a par- 
ticular condition, followed immediately by an 
operation for the relief of this condition in a 
patient. In past colour programs, some doctors 
preparing presentations have been so stimulated 
by colour television’s teaching resources that 
they have tended to forget its teaching dis- 
ciplines. This must be counted a healthy reac- 
tion, however, and one which indicates that the 
widespread installation of colour TV equipment 
in medical schools will meet with ready accept- 
ance from the teaching staffs. 


Colour television aids the student as well as 
the teacher. In those institutions where it is al- 
ready employed for undergraduate medical in- 
struction, students are provided with a close-up 
view of surgical procedures impossible to obtain 
from an amphitheatre and often better than the 
views available to some members of the operat- 
ing team. In a teaching clinic, details are seen 
clearly and in full colour even when the demon- 
stration involves items too extreme in size for 
an orthodox classroom presentation. 

The Vancouver meeting will see all these ad- 
vantages and benefit from others not yet intro- 
duced into the teaching program of any medical 
school. Since the Montreal telecasts, a highly 
mobile studio camera and two projection-type 
receivers with 414 by 6 foot screens have been 
added to the television equipment. With these 
refinements, Smith, Kline & French, Montreal, 
the pharmaceutical house that sponsors and 
produces the Canadian colourcasts, will bring 
Canadian physicians the latest developments in 
medicine by means of a teaching medium in 
keeping with tradition of medical progress. 





PHYSICIANS IN PUBLIC SERVICE 


The program of the Annual Meeting this year 
will contain an item which should be of great 
interest to all medical men employed by govern- 
ment or public corporations, either directly or 
indirectly. A special meeting has been arranged 
to discuss the possibility of forming a Section 
which will represent such salaried physicians. Its 
two main objectives would be to maintain a 
high standard of professional efficiency amongst 
the group; and to have the Section act through 
the Canadian Medical Association in any deal- 
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ings its members may have with the employing 
agency. : 

A Section of this nature has already been 
formed within the Canadian Medical Association 
British Columbia Division, and it is hoped that 
at the forthcoming meeting representatives from 
the various provinces will express their views as 
to further organization along these lines. 


The meeting will be held on the morning of 
Wednesday, June 16, time and place to be an- 
nounced in the convention booklet. 


The items of the agenda of the proposed meet- 
ing will centre on the proposed theme; “What 
contribution can be made by the salaried doctor 
to the proper evolution of the expanding com- 
munity health services of the present day?” 
Representatives of salaried service across the 
country are being invited to speak on selected 
aspects of the subject. Reference will be made 
to a Report on Medical Salaries prepared by a 
committee of the B.C. Division. This report is 
receiving study by the Committee on Economics 
and the Executive Committee of the Canadian 
Medical Association. Interested individuals may 
purchase this report from the C.M.A., B.C. 
Division, 1807 West 10th Avenue, Vancouver 9. 





“PACIFIC SHORE FOR ‘54” 
C.M.A. CONVENTION JUNE 14-18 


The highlight of the social programme for the 
C.M.A. Convention this June has already been 
published, namely a five hour moonlight cruise 
on the C.P.R. luxury liner S.S. Marguerite. 


On the scientific side, an excellent programme 
will be made memorable by the presence of 
three distinguished foreign guests, Sir Howard 
Florey of Oxford, Dr. C. C. Sturgis of Ann 
Arbor, Mich., and Dr. Bayard Carter of Duke 
University, Durham, North Carolina. Sir Howard 
Florey is well known the world over for his 
epoch-making work in the clinical investigation 
of penicillin. As a result of his efforts, the treat- 
ment of the sick and wounded of World War II 
was revolutionized and the era of antibiotics was 
launched. 


Dr. C. C. Sturgis is Professor of Internal Medi- 
cine at the University of Michigan and a leading 
figure in medical research. Aside from these 
obvious qualifications as an authority on medical 
topics, Dr. Sturgis is an outstanding speaker and 
has impressed and delighted Canadian audiences 
on previous occasions. 

Dr. Bayard Carter is Professor of Obstetrics 
and Gynecology at Duke University. He is out- 
standing in his field, an excellent speaker and has 
recently been guest Professor at Oxford. 
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The Committee responsible for arranging the 
scientific program is to be congratulated on 
securing the presence of these outstanding 
personalities. 


Those who attend the C.M.A. meeting in June 
will have the opportunity of seeing and hearing 
our President-Elect, Dr. G. F. Strong. Dr. Strong 
is a native of St. Paul, Minnesota, and a graduate 
of the University of Minnesota. He came to 
Vancouver to practise medicine in 1924. Since 
that time he has been a consistent leader in com- 
munity affairs, medical organizations, hospital 
staffing and scientific accomplishments. Space 
will not permit a detailed account of his past 
activities. Suffice it to say that he is now Clinical 
Professor of Medicine at the University of 
British Columbia and that he has been President 
of the Vancouver Medical Association, President 
of the B.C. Division of the C.M.A., and is emi- 
nently fitted to be President of the C.M.A. 

The B.C. Division is proud to provide such an 
outstanding President for the national organiza- 
tion. We hope that as many as possible of those 
who attend the Convention in June will take the 
opportunity to become acquainted with him. 





THE LADIES 


An architectural tour has been arranged for 
the Ladies on Wednesday afternoon. Buses will 
leave Vancouver Hotel and will take a scenic 
drive to the University district where a con- 
ducted tour will be made through four very 
beautiful homes. These homes have _ been 
especially chosen for their typical British 
Columbia architecture and the interesting and 
gracious manner in which they are furnished. In 
a recent Canadian survey, Vancouver was men- 
tioned as the city with the greatest number of 
new homes and also with the most diverse and 
unique architecture not only in homes but also 
in public buildings. 

May we answer, in the form of an open letter, 
a question we have been asked several times: 
“What type of clothing does one wear in Van- 
couver in June?” We are known as the “Ever- 
green Playground”. What keeps us green?—Rain! 
So if you value your new Easter Bonnet, please 
be sure to bring an umbrella. A lightweight 
woollen suit is comfortable daytime wear. A coat 
is usually needed in the evening. The mean 
temperature in June is 61°. 

The Chinese luncheon on Thursday has an 
added attraction of Chinese girls modelling 
traditional Chinese costumes, old and new. 
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Friday a farewell coffee party will be held in 
the Emily Carr Room of the Vancouver Art 
Gallery. Because Emily Carr is one of British 
Columbia’s most renowned artists, we are 
pleased to be able to show you a permanent 
collection of her paintings which were left to 
British Columbia. 

Now we have some reminders. We have asked 
the aid of the Helpful Aunts to act as baby sitters 
for those who bring small children. Their fee is 
50 cents per hour and 65 cents after midnight. 
They also ask to be driven to the nearest bus 
when their duties are finished. 

Golf can be arranged at any one of the many 
clubs. Last but by no means least, our Shopping 
Counsellors will be ready and eager to answer 
all questions. Just ask them—they know all. 

So now you can see we are all ready and 
just waiting to greet you at the Convention in 
June. 

Janet D. Saunders, 
Women’s Publicity, C.M.A. 





TENTH PHYSICIANS’ ART SALON 


All Canadian physicians and medical under- 
graduates with art or photography as a hobby 
are cordially invited to exhibit at the 10th Annual 
Physicians’ Art Salon to be held in conjunction 
with the Canadian Medical Association Conven- 
tion at the Hotel Vancouver, June 14 to 18. 

Entries in the three divisions, Fine Art, Mono- 
chrome Photography, and Colour Transpar- 
encies, will be hung and judged for awards by 
an outstanding jury of selection. Membership of 
this panel is to be announced shortly. 

The Physicians’ Art Salon Committee has 
made some slight modifications in the fine art 
section. This class is now subdivided into Tradi- 
tional, Contemporary, and Portrait categories 
with prizes in each. Any medium—oil, tempera, 
gouache, water colour, charcoal, pencil, or etch- 
ing—is acceptable in each category. Because of 
space limitctions, entries permitted each ex- 
hibitor have been reduced to three fine art, four 
monochromes, and three colour transparencies. 
Physicians can enter up to the limit in one or 
more classes, but only two entries are allowed 
in any one subdivision of fine art. 

Organized to encourage creative hobbies 
among the profession, the Physicians’ Art Salon 
marks its tenth year as a forum where artistically- 
gifted physicians can exhibit their hobbies before 
an interested medical audience, Still sponsored 
by Frank W. Horner Limited, it is expected to 
attract a large number of enthusiasts in the 
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various media and to be viewed by hundreds of 
convention delegates. 

Any physician or medical undergraduate inter- 
ested in submitting work may obtain an entry 
form with details by writing the sponsor at P.O. 
Box 959, Montreal. A short note or post card will 
do. All expenses, including transportation of 
exhibits to and from Vancouver, are taken care 
of by Horner. Completed entry forms must be 
received before May 28 to ensure proper listing. 
Exhibitors are also requested to ship entries 
soon enough to allow for possible delays in 
express or parcel post. Full shipping instructions 
appear on the entry form along with addressed 


labels. 





FEDERATION OF MEDICAL 
WOMEN OF CANADA 


The Federation of Medical Women of Canada 
is again planning to meet in conjunction with the 
C.M.A. Its Executive Meeting is to be at 9.30 
a.m. on Tuesday, June 15 and the Annual Meet- 
ing in the afternoon of the same day. 

The Congress of the International Association 
of Medical Women is to-be held at Gardone, 
Lake Garda, Italy, September 15 to 21, 1954. Dr. 
Ruth Harvey, Olds, Alta., International Cor- 
responding Secretary. 





CANADIAN ASSOCIATION OF 
PATHOLOGISTS 

ASSOCIATION CANADIENNE DES 
ANATOMO-PATHOLOGISTES 


Sixth annual meeting, June 14-15, 1954, Van- 


couver, B.C. 


Morning Session 


Chairman—Dr. J. W. Macgregor, Edmonton, Alberta. 

The following papers will be read in the morning 
June 14: 

Neuroappendicopathy, J. E. Pritchard; Primary Biliary 
Cirrhosis, John Hamilton; Marrow Iron as an Index of 
Iron. Deficiency, J. D. Stephen; The Fate of Grafts of a 
Mouse Sarcoma after Freezing, Peter Warner; Staphy- 
lococcal Pneumonia, D. H. Starkey and Keith Muir. 


Afternoon Session 


Endometriosis and Related Conditions, W. Stewart 
Alexander; Certain Pathologic Features of Carcinoma of 
the Stomach, Malcolm B. Dockerty; Coagulation Defects 
in Hemorrhagic Diseases, . Thomas; Indirect 
Method of Assessing the Integrity of the Carotid Circula- 
tion in Cadavers, Max O. Klotz. 


6.30 p.m.—Fellowship Hour. Courtesy of the British 
Columbia Association of Pathologists. 

7.30 p.m.—Annual Dinner. 

Tuesday, June 15, Business Meeting and President’s 
Reception. 
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CANADIAN ORTHOPAEDIC 
ASSOCIATION 

L’ASSOCIATION CANADIENNE 
D’ORTHOPEDIE 


Tue 10TH ANNUAL MEETING of the Canadian 
Orthopaedic Association will be held in Van- 
couver and Harrison Hot Springs, British 
Columbia, from Wednesday, June 9 to Sunday, 
June 13, 1954, inclusive. 

A clinical meeting will be held in Vancouver 
on Wednesday June 9, at the Shaughnessy Hos- 
pital, followed by a visit to the Western Re- 
habilitation Society. In the afternoon the group 
will proceed to Harrison Hot Springs Hotel. 





CANADIAN HEART 
ASSOCIATION, INC. 
SOCIETE CANADIENNE 
DE CARDIOLOGIE 


Seventh Annual Meeting, Tuesday, June 15, 
1954, Vancouver, B.C. 


9.00 a.m.—Business Meeting. 

9.30 a.m.—“The normal electrocardiogram.” G. W. 
Manning, London, Ont. 

10.00 a.m.—“Monophasic tracings obtained with the 
potassium electrode.” Hugh Stansfield and J. G. 
Foulkes, Vancouver. 

10.30 a.m.—“Coarctation of the aorta.” John D. Keith, 
Toronto, Ont. 

11.00 a.m.—“Angiocardiography.” John A. Osborne, 
Dallas, Texas. 

11.80 a.m.—“Isolated dextrocardia 
Eric R. Gubbay, Winnipeg. 


and = |wvocardia.” 


12.00 noon—Lunch. 


2.00 p.m.—“Follow-up on rheumatic fever 
treated with Cortisone.” 
Vancouver. 

2.30 p.m.—“Hypertension.” Irwin M. Hilliard, Saska- 
toon. 

3.00 p.m.—“Lipoprotein_ stability in coronary athero- 
sclerosis.” Louis Horlick, Saskatoon. 

3.30 p.m.—“Experimental studies on heparin and 
atherosclerosis.” Paris Constantinides, Vancouver. 

4.00 p.m.—“Evaluation of anticoagulant therapy in the 
treatment of coronary thrombosis.” Cyrus C. 
Sturgis, Professor of Medicine, University of 
Michigan, Ann Arbor. 

7.30 p.m.—Annual Dinner. 


patients 
Maurice D. Young, 





CANADIAN DERMATOLOGICAL 
ASSOCIATION 


The Canadian Dermatological Association plan 
to hold their annual meeting this year at Har- 
rison Hot Springs, B.C., June 13 to 15, and then 
to adjourn to Vancouver on Wednesday, June 
16 for a clinical session and participation in the 
general meeting of the Canadian Medical As- 
sociation. 

(For programme of Canadian Rheumatism Association 
see page 90 of the Advertising Section.) 
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MEDICAL SOCIETIES 


CANADIAN PSYCHOANALYTIC 
MEETING 


Founding Meeting: 


On October 17, 1953, the psychoanalysts affiliated with 
the International Psychoanalytic Association who practise 
in Canada, formed an official group called The Canadian 
Psychoanalytic Society—Société canadienne de _ psych- 
analyse, located in Montreal. The founding members of 
the first Canadian psychoanalytic froup are: A. W. 
MacLeod, M.D. (president); B. Ruddick, M.D. (secre- 
tary); M. Prados, M.D.; E. D. Wittkower, M:D.; J. P. 
Labrecque, M.D.; Prof. Théo Chentrier, Litt. L.; Mme 
Francoise Boulanger, Agr. Univ.; J. B. Boulanger, M.A., 
M.D. 


Scientific Meetings: 


(Montreal, November 19, 1953.) Dr. Bruce Ruddick 
delivered a paper on “Slips of the Tongue and Homo- 
sexuality.” Slips of the tongue as they occur on the 
analytic couch are here examined as symptomatic acts, 
or acting out. Material from cases is presented, in which 
parapraxes are examined in the light of a doctor-patient 
relationship rather than a simple break-through of un- 
conscious motives. Secondly, the emphasis in analysing 
slips of the tongue is shifted from the slip itself to the 
patient’s reaction to the slip, and, in analysing this ego 
detence, considerable analytic insight is gained into the 
dynamics of parapraxes on the couch. 

On December 9, 1953, the Montreal psychoanalytic 
group received Dr. Clifford Scott, President of the 
British Psycho-Analytical Society, who gave a paper, with 
clinical examples, on biological time and its manifesta- 
tions, symbolic and magical, in the course of analysis. 

(Montreal, December 17, 1953.) A paper was de- 
livered by Mme Francoise Boulanger, called “Study of an 
Hysterical Lesbian.” This case is of double interest. On 
the one hand, the patient went through homosexual and 
hysterical periods alternately, permitting observation of 
the change of her neurosis into a perversion, and vice 
versa. On the other hand, there was important pregenital 
and mainly oral material, which gave an opportunity to 
study the part played by oral components in the etiology 
of hysteria and female homosexuality respectively. 


On January 21, 1954, the following problems of 
psychoanalytic technique were discussed: the first ana- 
lytic session, the first dreams, phone calls from the 
patient. 


On February 20, the first public meeting of the Society 
was held in the Physical Sciences Bldg. of McGill Uni- 
versity. The guest speaker was Dr. Charles Fisher, of the 
New York Psychoanalytic Institute, who delivered a 
paper on “Preconscious and Archaic Modes of Perception 
in the Formation of Dreams.” He reported the findings of 
his experimental work in dream induction and interpreta- 
tion. Using a tachistoscope, Dr. Fisher presented pictures 
to a series of subjects who were requested to report their 
dreams of the follies night. The speaker’s conclusions 
mney in many respects the classical theory of dream 
work. 

(Montreal, March 18, 1954.) Dr. J. B. Boulanger 
delivered a paper on “The Castration Complex in a Case 
of Male Homosexuality and Fetishism.” The patient 
suffered from compulsive episodes of mutual and fetishist 
masturbation, with paranoid and phobic manifestations. 
The symptoms are related to castration anxiety. The 
castration complex, a consequence of the direct cedipus 
and a prerequisite to the indirect cedipus (which 
eroticizes castration), is of both types, masculine and 
feminine. The pregenital fixation to the mother and the 
feminine identification of the patient are emphasized, 
but his defective psychosexual development is ultimately 
rooted in i a and in the antagonism between 
J. B. BouLANGER 


activity and passivity. 
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AMERICAN COLLEGE 
OF SURGEONS 


The American College of Surgeons held a sectional 
meeting on March 31, April 1 and 2 at the Sheraton- 
Mount Royal Hotel, Montreal, which was attended by 
some 1,000 surgeons. A local committee on arrange- 
ments was chaired by Dr. Harry S. Morton, Assistant 
Professor of Surgery, McGill University. There were 
Sections on General Surgery, Ophthalmology (jointly 
with the Montreal Ophthalmological Society), Otolaryn- 
gology (jointly with the Section of Otolaryngology, Mon- 
treal Medico-Chirurgical Society), Urology (jointly with 
the Canadian Urological Society), Anzesthesiology (jointly 
with the Quebec Division, Canadian Anzsthetists Soci- 
ety), Obstetrics and Gynzcology (jointly with the Society 
of Obstetricians and Gynecologists of Canada), and 
Orthopedic Surgery (jointly with the Société d’Ortho- 
pédiques et Traumatologie de la Province de Québec). 

Out of a crowded meeting which included clinical 
and operating sessions, showing of films, presentation 
of papers, symposia and panel discussions, it is possible 
only to note impressions of some of the discussions of 
general interest. 

In addition to the sessions briefly described below, 
there were panel discussions on hand injuries, peptic 
ulcer, fracture and fracture-dislocation of the spine and 
fracture of the neck of the femur, and symposia on 
trauma, cancer, the prostate, cardiovascular surgery, and 
blood pressure as it affects the surgeon and the anes- 
thetist. 


JAUNDICE 


The panel discussion on Jaundice found three surgeons 
and g physician together on the platform. The moderator 
was Dr. Arthur A. Allen of Boston and his collaborators 
were Dr. Martin M. Hoffman, Associate Professor of 
Medicine and Psychiatry, McGill University, and Drs. 
Russell L. Mustard of Battle Creek and Max M. Zin- 
ninger of Cincinnati. 

Discussants first outlined the causes of “surgical” and 
“medical” jaundice, and then went straight into the 
answering of questions from the floor. Most of these 
were extremely practical, and the answers given were 
terse and to the point. Asked about preoperative prep- 
aration for gall-bladder surgery, Dr. Mustard mentioned 
the need for two to five days study in hospital, to restore 
water and electrolyte balance and blood to normal, and 
to test for liver function and any tendency to bleeding. 
Asked about tests of liver function, Dr. Hoffman stated 
that the most useful ones for distinguishing obstructive 
jaundice from other ope were the seroflocculation tests, 
such as the cephalin-cholesterol test, and the determina- 
tion of the level of alkaline phosphatase in serum. 


Dr. Mustard considered that the best method of 
draining the common bile duct after operation was b: 
means of a double-lumen T-tube with short limbs, to 
which Dr. Zinninger added “or a small catheter in the 
stump of the cystic duct where possible.” 

The use of cholangiography at operation was depre- 
cated, because the error involved is at least 25% as 
against a 6-7% error with careful exploration. The em- 
ployment of a ureteral catheter to flush out the ducts, 
and the use of a tiny biopsy curette for detection of a 
small neoplasm in the biliary tract were two technical 
tricks described; in addition, Dr. Zinninger favoured an 
old-fashioned cork borer for taking liver biopsy speci- 
mens because, with it, it was possible to get a specimen 
from deep in the organ. 

Dr. Hoffman was asked whether the. gall-bladder was 
always radiologically invisible in medical jaundice; in 
answer, he pointed out that visualization depends on two 
factors: (a) the ability of the liver to remove the dye 
from the circulation; (b) the ability of the gall-bladder 


(To be Continued on page 86 of the Advertising Section) 
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The London Letter 
(From our own correspondent) 


ANOTHER SURVEY OF GENERAL PRACTICE 


Under the title of “Good General Practice”, published 
under the zgis of the Nuffield Provincial Hospitals 
Trust, Dr. Stephen Taylor has provided a carefully com- 
piled and pleasantly penned picture of general practice 
in this country. His survey is based upon personal visits 
to 30 general practices of varying types, chosen pri- 
marily on the grounds that they were good practices. His 
main conclusions can be summarized quite briefly. Gen- 
eral practitioners are classified as follows: 25% are “very 
good indeed”; 50% are “good, sound and reliable”; 25% 
are “less satisfactory” and included in this category is 
an “inefficient sediment” of 5% “for whom it is difficult 
to find any excuse”. The standard of practice is highest 
in the small county towns, and lowest in industrial areas. 
Dr. Taylor considers that the optimum number of pa- 
tients per doctor is between 2,500 and 3,000. He prefers 
the capitation method of payment to either salary or 
fee for service. Health centres are not considered ad- 
visable, except possibly in new towns or large housing 
estates. The ideal method of practice is group practice 
based upon anything up to seven participating doctors. 

His major criticism of general practice at the moment 
is the lack of organization. If only practitioners would 
organize their practices there would fewer com- 
plaints of overwork on the part of doctors and fewer 
complaints of long waits in consulting rooms on the 
part of patients. He is perhaps at his most controversial 
in his views on the general practitioner’s place in hos- 
pital. His ideal would appear to be the general prac- 
titioner as a clinical assistant in hospital, occasionally 
aspiring to the status of part-time specialist in subjects 
such as physical medicine and geriatrics, He does not 
consider that there is much scope for general practitioner 
beds in hospital. 

This is the third major survey of general practice that 
has been published over here during recent years. In 
some ways it is the best; it is certainly the most detailed. 
Perhaps the general practitioner will now be allowed 
to fade out of the limelight in order to get down to 
the job of tending his patients in the intervals of study- 
ing these various reports to see what he should i 
and what he should not do. What is abundantly clear 
is that the general standard of family practice in this 
country is satisfactory. Not unnaturally there is a small 
minority of general practitioners who are not upholding 
the standards of the profession, and it is for their more 
enlightened brethren to take the necessary steps to deal 
with them. 


THE Doctor AND THE LAw 


A recent case in which damages of £5,000 were 
awarded to a child of 6 years on the grounds that the 
matron and the management committee of a Midlands 
hospital had been guilty of a high degree of negligence 
over a protracted period, has focused attention on a 
problem which has been worrying the profession to an 
increasing extent ever since the introduction of the 
National Health Service. In the first place there has been 
an undoubted increase in the number of such cases, due 
partly to disgruntled patients looking upon hospitals as 
state institutions and therefore the possessors of bottom- 
less purses, i to the ease with which such cases 
can now be brought as a result of free legal aid. In the 
second place there is the vexed question of whether, in 
the case of a ae patient, the legal responsibility lies 
upon the hospital authority or the doctor in charge of the 


case. In Scotland the hospital is not responsible if the 
patient suffers through the negligence of the medical 
staff, but in England the courts apply the law of masters 
and servants to hospitals and hospital doctors. Just to 
make the position more difficult, in 1949 the Ministry of 
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Health instructed hospital authorities that they should 
not undertake the legal defence of any member of their 
medical staff involved in a legal action, and that if the 
hospital authority were involved in the charge and 
damages were awarded against it, then it must attempt 
to om, a contribution towards them from the doctor con- 
cerned. 


It is announced in the recently published annual report 
of the Council of the British Medical Association for 
1953-54, that a solution has been found to this last 
problem. In future the hospital and the practitioner’s 
defence society will try to reach agreement beforehand 
on the way in which any damages awarded to the 
plaintiff shall be apportioned. But, as the Lancet points 
out in a characteristically thoughtful leader, “what 
chiefly matters is to decide which fool principle is pref- 
erable for the ultimate good of the medical 
and of the practice of medicine—the English or the 
Scottish. To relieve the very real anxieties of casualty 
officers and others, the English principle might be ex- 
tended until the Ministry accepted full responsibility for 
all the actions of its ‘employees’; but if the doctor’s 
liability to answer for negligence were removed in this 
way he would gain security at the cost of his professional 
freedom. It would be evident that his primary responsi- 
bility was not to the patient but to a lay committee and 
through this committee, to a Minister who undertook to 
treat patients and to answer for everything done to them. 
How can the medical practitioner tolerate the view that 
he is the employee or the servant of anybody but his 
patient?” 


rofession 


MEDICAL STANDARDS FOR TRANSPORT DRIVERS 


The report of a B.M.A. subcommittee on medical 
standards for road, rail and air transport is published as 
an appendix to the annual report of the B.M.A. Council. 
This recommends, inter alia, that when a driving licence 
has been suspended, the Courts be given power to re- 
quire a medical certificate of fitness to drive before the 
licence is restored, and that such certificates be required 
as a routine. Persons suffering from diabetes and receiv- 
ing insulin should not be accepted for driving passenger 
or heavy goods vehicles in the first instance; when trained 
and experienced drivers develop diabetes which _ is 
treated with insulin, each individual case should be 
treated on its merits. It is recommended that “the Dia- 
betic Association and the Ministry of Transport be in- 
formed of the Committee’s view that diabetics wishing 
to drive require careful individual consideration and 
should be kept under periodic medical review”. The 
view is expressed that “no person who is subject to epi- 
leptic fits, whether grand mal or petit mal, or recurring 
sudden vertigo, should be permitted to drive any type 
of vehicle”. A public service vehicle driver whose un- 
corrected vision is less than 6/12, 6/36 should carry a 
spare pair of spectacles, particularly on long-distance 
drives. The committee notes with interest that normal 
colour vision is not required of the majority of drivers of 
public vehicles, but it recommends that a_ British 
Standard for traffic-light colours be prepared and that 
consideration be given to the suggestion that the green 
light should contain a strong blue component. 


London, April 1954. WiiuiaM A. R. THOMSON 





OCULAR COMPLICATIONS OF MUMPS 


Meningitis and encephalitic changes are not a rare 
complication of mumps. A recent article has described 
sclerosing keratitis with anterior uveitis occurring in a 
patient with mumps, and a further case with abducens 
nerve palsy. The author comments that keratitis, scleritis 
uveitis, choroiditis and optic neuritis have been descri 
as occurring with mumps.—North, D. P.: Brit. J. Ophth., 
37: 99, 1953. 
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OBITUARIES 


DR. L. W. BRIGHAM died in Clinton, Ont., on February 
13. A native of Ontario, he attended the University of 
Western Ontario, London, and completed his course in 
medicine at the University of Winnipeg. After his gradu- 
ation in 1906, Dr. a am practised at Star City, Tis- 
dale and Brooksby, Sask., for 40 years, during a number 
of which he served as municipal doctor and coroner. As a 
pioneer doctor, he was honoured by the Canadian govern- 
ment and a bay on Lac La Ronge, Sask., was named 
after him. When he retired in 1946, Dr. Brigham was 
made a senior member of the College of Physicians and 
Surgeons of Saskatchewan. 


DR. J. W. ROWLAND BYERS, a specialist in pzediatrics 
and in diseases of the ear, nose and throat, died at St. 
Michael’s Hospital, Toronto, at the age of 56. Born at 
Baillieboro, Ont., he graduated in medicine from the 
University of Toronto in 1922, and was for some years 
assistant medical officer at the McIntyre, Porcupine and 
Hollinger Mines. In 1934, Dr. Byers returned to Toronto 
where he spent four years in postgraduate work at the 
Hospital for Sick Children. He had been in private 
practice for 16 years. He is survived by his widow, one 
daughter and one son. 


DR. WILLIAM LEMESURIER CARTER died at Jeffery 
Hale’s Hospital, Quebec, on February 12 at the age of 
76. Born at Quebec, he obtained his B.A. at Bishop’s 
University, Lennoxville, in 1897. Five years later a 
graduated in medicine from McGill University and went 
on to take Rostgrasieate work at various universities in 
England and on the continent. On his return to Quebec 
in 1905 Dr. Carter began his practice which continued 
until he volunteered for service in World War I. After 
his discharge with the rank of major from the Royal 
Canadian Army Medical Corps he resumed his practice 
as in obstetrics. At the same time he served as 
medical chief of Jeffery Hale’s Hospital and as house 
physician at the Chateau Frontenac. Dr. Carter was 
recently honoured by the Canadian Pacific Railway for 
44 years’ service in the latter position. He is survived 
by his widow and one son. 


DR. F. A. DOUGLAS, a native of Lindsay, Ont., died in 
February in La Crosse, Wisconsin, where he had prac- 
tised for 40 years. A graduate in medicine from the Uni- 
versity of Toronto, he took postgraduate work in Europe. 
During World War I Dr. Douglas served with the Red 
Cross in Germany. He is survived by his widow. 


DR. GEORGE H. ELLIS, 82, died at Wellesley Hospital, 
Toronto, on March 6. Born near Ottawa, he graduated in 
medicine from McGill University in 1896. Dr. Ellis 
practised in Chesterville and later in St. Catharines, 
Ont., until his retirement in 1986 when he moved to 
Toronto. He is survived by his widow and a son. 


DR. ROY D. GRIMMER of Hempstead, Long Island, 
died recently in Los Angeles Hospital while on a visit 
to the west coast. Born at St. Andrews, N.B., in 1882 
he received his medical degree at McGill University. He 
interned at Saint John General Hospital and at Nassau 
Hospital, Long Island, where he had been a staff member 
since 1908. Dr. Grimmer was staff physician of Meadow- 
brook Hospital, East Meadow, ak of Mercy and South 


Community Hospitals, Rockville Centre, Long Island. 
He also served as physician of Hempstead High School 
for 25 years, and as physician and member of the board 


of trustees of Hofstra College. In 1952 Dr. Grimmer 
was awarded the title of “doctor of the year” by the 
Nassau County Medical Society. He is survived by his 
widow, one daughter and one son, a doctor in California. 
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DR. DUANE ROBERT HALL died in Napanee, Ontario, 
on September 24, 1953. Born in Brockville on August 13, 
1897, Dr. Hall graduated in medicine from Queen’s Uni- 


versity in 1921 and was on the teaching staff for a time. 
Later he settled in Napanee, Ontario, where he practised 
until his death. Active and absorbed as he was in his 
profession, he showed himself to be highly public- 
spirited, and he carried on many other activities. He was 
member and past president of the Lennox and Addington 
Medical Association; member of the Kingston Academy 
of Medicine; coroner; chairman of Napanee School 
Board; mayor of Napanee for six years; chairman of 
Napanee Public Utilities Commission; member of St. 
Mary Magdalene Church, and of the Napanee Rotary 
Club. As a freemason he belonged to the Scottish Rite; 
Rameses Shrine; and Oddfellows. He is survived by his 
widow, one son and two daughters. 
He leaves the memory of good work well done. 


DR. GUY A. HAMEL died in Montreal on March 8 
at the age of 70. Born in Quebec City he attended 
Loyola College in Montreal and, after -graduating in 
medicine from the University of Montreal in 1908, he 
took a two-year postgraduate course in Paris. Durin 
the war Dr. Hamel was a medical officer of the Secon 
Battalion, Canadian Grenadier Guards. He had served 
on the staffs of the Hotel Dieu, Ste. Jeanne d’Arc and 
the Royal Edward Laurentian Hospitals in Montreal. 
He is survived by his widow. 


DR. H. H. C. JOHNSON died on October 7, 1953. He 
was born in Calgary, Alberta on November 29, 1916. 
He attended Calgary public and high schools and then 
Mount Allison University in Sackville, N.B. from which 
he graduated B.A. He obtained his medical training at 
Queen’s University, graduating in 1945. Following this 
he served in the Royal Canadian Army Medical Corps 
until January, 1947 when he returned to Calgary, Alberta 
where he practised until he was fatally stricken with 
poliomyelitis. 


DR. JASPER P. JOHNSTON, a member of the hospital 
staff of the Royal Alexandra Hospital, Edmonton, for 
the past 43 years, died on February 12. Born in Fingal, 
Ont., he obtained his B.Sc. in agriculture at Guelph in 
1904. Seven years later he graduated in medicine from 
the University of Western Ontario and immediately 
thereafter. started his medical practice in Edmonton. 
Dr. Johnston was a life member of the Edmonton 
Academy of Medicine. He is survived by his widow, 
one daughter and one son. 


DR. PHILIPPE E. LAVOIE, 67, died in Saskatoon on 
February 17. A native of Rimouski, Que., he graduated 
in medicine at Laval University in 1913. The following 
year he went to Saskatchewan, practising first at 
Montmartre and Prelate. In 1934 he moved to Ile a 
la Crosse to become Saskatchewan’s most northerly 
resident doctor. For years Dr. Lavoie reached his pa- 
tients by canoe, dog sled, or team and later by speed 
boat, snowmobile or airplane. At treaty time he travelled 
with the Indian department team administering medicine 
to Cree and Chipewyan. His name was known through- 
out 5,000 square miles of wilderness. Upon his retire- 
ment last year, Dr. Lavoie set up a practice in Meadow 
Lake caring especially for the Indian population of the 
reserve. He is survived by his widow, one daughter and 
four sons. 


DR. A. W. MACBETH, Edmonton surgeon and member 
of the Royal Alexandra Hospital staff, died in February. 
Born in Bruce County, Ont., he graduated from Queen’s 
University in 1911 and opened his first office in Biggar, 
Sask. After two years in practice he went to Edinburgh 
for postgraduate study at the conclusion of which he 
was named a Fellow of the Royal College of Surgeons. 
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At the outbreak of World War I, Dr. Macbeth joined 
the medical corps of the Imperial Army in England, 
later transferring to the Canadian Army. He attained 
the rank of major. In 1919 he opened his practice in 
Edmonton. He is survived by his widow, one daughter 
and one son, Dr. R. A. Macbeth of Edmonton. 


DR. JOHN M. McEACHERN died on March 20 in his 
58th year. He held many positions: associate professor 
of medicine, University of Manitoba; physician of the 
Winnipeg General Hospital; Fellow of the Royal College 
of Physicians of Canada; Fellow of the American Col- 
lege of Physicians; internist Manitoba Clinic; cardi- 
ologist of Misericordia Hospital and consulting cardi- 
ologist of Children’s Hospital; past president and one of 
the founders of Canadian Heart Association. 

His father, John McEachern, was one of the founders 
of the Queen’s Own Cameron Highlanders of Winnipeg 
and honorary major and paymaster from 1911 to 1942. 
Dr. McEachern served with the Camerons in the first 
world war and in June, 1953, was appointed honorary 
lieutenant-colonel of the regiment. 

Born in Elmvale, Ont., Dr. McEachern was educated 
at St. Andrews College and University of Toronto (M.D. 
1923). He is survived by his widow, two daughters, and 
two sisters. His brother Dr. Donald McEachern, Montreal 
neurologist, died a year ago. 


DR. DUNCAN C. MACKENZIE died at his home in 
West Vancouver, B.C., on February 19 at the age of 79. 
Born near Milverton, Ont:, he attended Ottawa Normal 
School then, after teaching a few years, graduated in 
medicine from the University of Toronto and _ studied 
postgraduate courses in Edinburgh. Dr. MacKenzie prac- 
tised in Alberta for 16 years after which he ‘went to 
British Columbia. During World War II he served as 
ship surgeon on the troopship Empress of Japan. After 
the war Dr. MacKenzie retired as an eye, ear and nose 
specialist but carried on partial practice until his death. 
Surviving are his widow, two daughters and a son. 


DR. GEORGES ETIENNE MILETTE died on February 
26 at the Montreal Neurological Institute. Born in 1893 
at Windsor Mills, Que., he graduated in medicine from 
the University of Montreal in 1916. He immediately went 
to France where he was attached to the Canadian mili- 
tary hospital at Saint Cloud. On his return to Canada, 
Dr. Milette practised in Montreal and established his 
own hospital which he directed until his death. He is 
survived by his widow and one son. 


DR. RICHARD J. F. MURPHY, 34, a member of the 
McGill University staff, died in the Royal Victoria Hos- 
pital, Montreal, on February 28, Born in Halifax, N.S., 
he graduated in medicine from Dalhousie University and 
served. with the RCNVR. He later carried out post- 
graduate work at the Royal Victoria Hospital, Montreal, 
and at Duke University, Durham, N.C., specializing in 
cardiology. Four years ago Dr. Murphy started his prac- 
tice in Montreal. He was a demonstrator in medicine on 
the McGill staff, a clinical assistant in medicine at Royal 
Victoria Hospital and a research associate in the Uni- 
versity Clinic of McGill. Surviving Dr. Murphy are his 
widow and three children. 


DR. J. O. ROY, 54, died on March 3 in Queen Mary 
Veterans’ Hospital, Montreal. A graduate in medicine of 
Laval University in 1927, he was awarded his doctorate 
in public health in 1937 at the University of Toronto 
while on a Quebec provincial scholarship. He served as 
public health officer of Quebec’s Health Department, 
consultant to the Institute of Microbiology and Hygiene 
at the University of Montreal, and professor at the Uni- 
versity’s School of Hygiene. He was in charge of anti- 
tuberculosis BCG vaccination in the Province of Quebec. 
In 1942 Dr. Roy joined the medical corps of the RCAF 
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and attained the rank of squadron leader. He was the 
author of several scientific articles. He is survived by 
his widow and one daughter. 


DR. GEORGE HARRISON RUTHERFORD SEAMAN 
died at St. Joseph’s Hospital in London, Ont., in Febru- 
ary at the age of 49. Born in Listowel, Ont., he gradu- 
ated in medicine from the University of Western Ontario 
in 1927. Two years later he opened his practice in 
Lobo, Ont., where he remained until his death. Surviving 
are his widow and two daughters. 


DR. CASEY FRANKLIN SMITH, 92, medical practi- 
tioner in St. Mary’s, Ont., for 57 years, died March 8 
after a lengthy illness. Born in Winchester, Ont., in 1862 
he attended Ottawa Normal School and after graduation 
remained for some years as a member of the staff. He 
later entered McGill University and in 1891 graduated in 
medicine. Dr. Smith went immediately to St. Mary’s 
where he remained until his death. He was actively 
interested in all educational activities of the town and 
served on both the collegiate and public school boards. 
During’ World War II with the absence of so many 
doctors, he served the district faithfully despite his age 
and did not retire until 1948. In June of the following 
year he received the Emeritus Award as an outstanding 
graduate of McGill University. He is survived by one son. 


DR. GEORGE DOUGLASS STANLEY, one of Alberta’s 
pioneer doctors, died in February at the age of 78. 
Born in Exeter, Ont., he attended Stratford Model School 
and later the University of Toronto graduating in medi- 
cine in 1901. Dr. Stanley started his practice at High 
River and later moved to Calgary. One of the six 
founders of the Calgary Associate Clinic he was also 
chairman of the eaticat staff at both the Holy Cross 
and General Hospitals. He was a member of the board of 
governors of the University of Alberta. The gymnasium 
at Mount Royal College was named in his honour. From 
1913 until 1922 he represented the High River riding 
in the legislative assembly and from 1930 to 1935 was 
the Conservative member for Calgary East. Dr. Stanley 
was made an honorary life member of the Canadian 
Medical Association in 1950 and the following year 
received the University of Toronto’s medical convocation 
of the class of 1901. Author of several medical articles, 
he also wrote a book about his younger days in Alberta 
entitled “Fun in the Foothills.” In 1951 Dr. Stanley was 
awarded an honorary LL.D. from the University of 
Alberta for his contribution to Canadian life. He is sur- 
vived by one daughter. 


DR. F. D. WILSON for many years a highly regarded 
practitioner in Calgary, Alberta, died there on Decem- 
ber 20, 1953. He obtained his medical education at the 
University of Toronto and was a certified specialist in 
General Surgery (Royal College of Physicians and 
Surgeons; Canada). He had been a member of the 
Alberta College since August 31, 1910. 


DR. LEWIS R. YEALLAND died in London, England, 
on March 1. A native of London, Ont., he graduated in 
medicine from the University of Western Ontario and 
went abroad for further study. In England, Dr. Yealland 
studied under eminent British neurologists and taught at 
Prince of Wales Hospital Medical School in London. 
Brought into intimate contact with the neuropsychoses 
of World War I he wrote the book “Hysterical Disorders 
of Warfare.” He was active in founding the postgraduate 
medical school in Hammersmith, London, and in the 
organization of the Universities of the British Empire. 
At the June, 1948, convocation of the University of 
Western Ontario, Dr. Yealland was awarded the honor- 
ary degree of doctor of science. He is survived by his 
widow, a daughter and a son. 











Canad. M. A. J. 
May 1954, vol. 70 


ABSTRACTS from current literature 


MEDICINE 


Occurrence of Thyroid Cancer. 
Soka, J. E.: NEw ENGLAND J. MEp., 249: 393, 
1953. 


For ‘many years there has been a great deal of contro- 
versy about the incidence of carcinoma of the thyroid. 
Some authorities claim it is relatively common, others 
that it is extremely rare. The author has studied statistics 
from a great many sources, including clinical data from 
tumour: registries, armed forces morbidity reports and 
cancer surveys; mortality statistics and autopsy statistics 
from several medical centres. The conclusions derived 
from these varied sources are essentially in agreement 
that thyroid carcinoma represents slightly more than 
0.5% we all clinical cancer and accounts for slightly less 
than 0.5% of all cancer deaths. In a typical community 
of 1,000,000 there would be 25 patients with thyroid 
cancer, One new case would appear monthly and six cases 
would die yearly, one or two being studied at autopsy. 


NorMAN S. SKINNER 


Aureomycin in the Prophylaxis of 
Rheumatic Fever. ' 


McVay, L. V. AND Sprunt, D. H.: NEw 
ENGLAND J. MEp., 249: 387, 1953. 


There is no doubt of the importance of streptococcal in- 
fection in the reactivation of rheumatic fever, and pro- 
phylactic use of sulphonamides and of penicillin has been 
shown to reduce the incidence of- such reactivations. 
Drug resistance developing with the use of these drugs 
has hampered their usefulness and fatal reactions are 
recorded. The authors employed aureomycin in the range 
of one gram daily (combined with methyl and propyl 
esters of para-aminobenzoic acid to control the over- 
growth of monilia) as a prophylactic agent in patients 
who had had rheumatic fever and used a placebo of 
identical appearance in the control group. Excellent 
prophylactic results were obtained with aureomycin, no 
significant side-effects were evident at this dosage and 
= awe of the development of drug resistance was 
ound. 

This study would indicate that aureomycin warrants 
further investigation as a probable valuable prophylactic 
agent against recurrence a rheumatic fever. The present 
series is small, only thirteen patients receiving the anti- 
biotic having been followed up for more than a year. 

NorMAN S. SKINNER 


Leukemoid Blood Reactions. 


Hixts, S. V. aNp SHaw, C. C.: NEw ENGLAND 
J. Mep., 249: 434, 1953. 


A leukemoid blood reaction is a nonmalignant leuko- 
cytosis simulating leukemia either because of the degree 
of leukocytosis or because of the presence of immature 
cells in the peripheral blood. The distinction between a 
leukemoid reaction and a true leukeemia cannot be made 
on the blood picture alone but must be confirmed by 
bone marrow study, by complete restitution of a normal 
peripheral blood which remains normal over a year 
of observation, or by autopsy. 

Leukemoid blood reactions have been associated with 
a variety of infections, with anzemias, with antibiotic 
therapy and, in one interesting report, occurred in three 
of five members of a family treated for scabies with 
mercury ointment. The etiology may be varied. The 
bone marrow may be stimulated by toxins, it may be 
reacting to an overwhelming demand or it may be the 
seat of an antibody-antigen reaction. The authors ad- 
vance the hypothesis that some cases may be the result 
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of embarrassment of the normal leukocytophagic funec- 
tion of the lungs. 

Two cases are reported, one associated with glomerulo- 
nephritis, the other with tuberculosis. While the condi- 
tion is rare the increased use of antibiotics will probably 
be reflected in an increased incidence. 


NorMAN S. SKINNER 


Administrative Problems in the Use of 
Poliomyelitis Immune Globulin. 


IpsEN, Jr., J.: AM. J. Pus. Heautnu, 43: 1101, 
1953. 


Gamma globulin has been an effective means of preven- 
tion in measles epidemics for more than a decade. It is 
also proving usetul in the prevention and modification 
of intectious hepatitis. Thus, it was a source of concern 
to health authorities when the National Foundation for 
Infantile Paralysis became the major force in overselling 
it to the public as a sure means of security against polio. 
The Foundation had created a so-called national pool of 
gamma globulin and the fact that now all immune 
globulin is in this pool places a terrific load on the 
allocating authorities. Usage must follow local circum- 
stances of geography, population density, previous polio 
experience, and local familiarity with the use of g.g. in 
other communicable diseases. 

The Foundation’s organization of the national pool 
seems to stem from the mass field tests carried on in 
Utah, Texas, and Idaho, in 1951 and 1952. The original 
purpose of these tests was to show that passive immunity 
would modify or prevent polio in man, and was mis- 
interpreted to be a demonstration of a means of control. 

The author tries—and succeeds—in placing gamma 
globulin in its proper perspective; that of a useful passive 
method of protection against several communicable dis- 
eases. He shows that antibodies can only prevent the 
diseas of polio if they are present in the blood before 
the virus invades the body (which is about 4 to 7 days 
before clinical symptoms appear). It is known that g.g. 
will prevent the development of polio within 8 weeks 
after it is given. Its greatest protection will be realized 
when 50% of the cases have already occurred, and even 
then only 30% of the year’s cases can be prevented. This 
gives some idea of the inadequacy of g.g. as a means of 
mass protection. Since it is a known fact that antibodies 
do not influence the excretion of the virus, transmission 
will proceed and the progress of the epidemic is un- 
changed when the effect of gamma globulin disappears. 

Because of the relatively high attack rate in families, 
the author advises administration of the serum to con- 
tacts in the family group—just as in the administration 
in other communicable diseases. He points out that 
camps and institutions must be regarded as family groups 
and advises the administration of gamma globulin ac- 
cordingly. IsaBeEL M. LAupDER 


Feet and Shoes in Infancy and Childhood. 
Brvincs, L.: Post-Grap. Mep., 14: 155, 1953. 


The infant first learning to walk has some difficulty in 
maintaining balance. This is due to three factors, i.e., (1) 
the line of weight comes down through the centre of the 
tibia and is about 1.5 cm. medial to the centre of the 
os calcis where it touches the ground; (2) the rounded 
under surface of the os calcis also tends to produce 
pronation; (8) the hinge like ankle joint does not allow 
much twisting of the heel on the leg, but also allows 
some pronation and abduction. 

Until the infant starts walking the normal strong 
foot shows a slight adduction. Then when walking begins, 
due to the factors stated above, the foot collapses, looks, 
and is flat. This continues until the leg muscles become 
accustomed to, and strong enough for, weight bearing. 
This period of foot development is known as the “transi- 
tion period”. Recovery of foot balance is not complete 
until the third, fourth, or even fifth year. 
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To give the infant and child some help towards havin 
strong feet in later life specially designed shoes wi 
heel and toe wedges properly applied are of value. The 
shoe should hold the foot in a position of slight adduc- 
tion and supination. First, the forepart of the face should 
be of the combination-last type, allowing pent: of width 
so that the great toe can be straight with the long axis 
of the foot. It should be from 1% to 2 times the width of 
the heel. The sole should be stiff enough to at least 
partially overcome the tendency to abduction and the 
heel should fit snugly. If the shoe fits snugly around the 
ankle enough length can be allowed for several months 
of growth. The “high shoe” should be worn from 1 to 
3 years and assists in overcoming the tendency to prona- 
tion. But the uppers should not be high enough to inter- 
fere with the free movement of the ankle—usually about 
4 lace holes. At 3 well built, low-cut, laced shoes may be 
worn. 

A supinating wedge % inch thick, in the smallest 
shoes and 3/16 of an inch in larger sizes, placed between 
the layers of the heel on the medial side will assist in 
overcoming pronation. “Toeing-in” tendency can be over- 
come by building lateral wedges on the toes slightly 
higher than the medial heel wedge. Until the transition 
period is passed children should not be allowed in 
strollers, to go barefoot, or to wear sneakers and sandals. 

The author says that of 1,300 case histories he was 
able to show that only 1% of those infants having strong 
feet before walking did not have good feet by their fifth 
to eighth year. IsaBEL M. LAUDER 


Adenoma and Carcinoma of the Thyroid Gland. 


Critz, G.: NEw ENGLAND J.- MEp., 249: 585, 
1958. 


Statistics on the incidence of cancer in nodular goitre are 
unreliable. They are based on findings in a selected 
group whose goitres are removed and do not represent 
the true incidence in the general population. Removal of 
all multinodular goitres is not a prophylaxis against the 
development of cancer, since multinodular goitre is 
extremely common and true highly malignant thyroid 
cancer is very rare. Eighty per cent of highly malignant 
thyroid carcinomas arise without any pre-existing goitre 
and there is no demonstrable relation between nodular 
oa the relatively common papillary cancer of the 
thyroid. 

Th roid nodules should be removed if they are firm 
and discrete and suggest cancer, whether they are single 
or associated with a multinodular goitre. Under the age 
of forty the incidence of cancer in a solitary nodule is 
high but in this age group most thyroid carcinomas are 
papillary and have a good prognosis if adequately re- 
moved. Most thyroid cancers do not originate in 
adenomas but are cancers from the start. 

The author describes an effective and nonmutilating 
operation for papillary carcinoma; the conventional block 
dissection of the neck is not only inadequate but is 
mutilating. NorMAN S. SKINNER 


Modern Concepts in the Treatment of 
Otitis Media. 


ZONDERMAN, B.: NEw ENGLAND J. MEp., 249: 
6438, 1953. 


The advent of antibiotics has led to a careless approach 
to the problem of otitis media. Too little attention is 
given to the examination of the ear in the presence of 
acute respiratory infections and myringotomy is fre- 
quently delayed allowing rupture of the drum in an un- 
favourable location with faulty drainage and subsequent 
chronic otitis and hearing impairment. Antibiotic resistant 
organisms are increasing in uency and this fact, com- 
bined with the growing careless attitude towards the 
problem of otitis media, is reflected in an_ increasing 
incidence of hearing impairment and mastoiditis. 

The ear should be carefully observed in all. upper 
tespiratory infections. Antibiotics should not be used 
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indiscriminately and when they are employed the dosage 
should be adequate and continued for at least five to 
seven days. Care should be taken that the antibiotic 
effect does not mask middle ear infection and myring- 
otomy should not be delayed and should be accompanied 
by culture as a guide to proper antibiotic treatment. 
NorMan S. SKINNER 


Pulmonary Function in ne: III. Serial 
Observations in Patients with Pulmonary 
Insufficiency. 


GAENSLER, E. A., Patron, W. E., VERSTRAETEN, 
J. M. AND Bancer, T. L.: AM. Rev. TuBERC., 
67: 779, 1953. 


Pulmonary function studies were performed on seven 
patients with diminished lung function due to tuberculosis 
and operative collapse or resection during the course of 
nine pregnancies. The studies were performed before, 
immediately after, and long after surgery; and were 
repeated before, during, and after pregnancy. The find- 
ings were compared with those in normal pregnant 
women, i.e., those with originally normal pulmonary 
function. 

In patients with diminished pulmonary function, obser- 
vations before pregnancy revea ed the presence of moder- 
ate to severe “restrictive” ventilatory insufficiency, i.e., due 
to diminution of maximal stroke volume. This manifested 
itself in diminished snaximum breathing capacity and 
symmetrical reduction of the subdivisions of total lun 
capacity. Normal pregnant women showed a pronounce 
hyper-ventilation at rest and during exercise. This was 
less marked in patients with moderate pulmonary in- 
sufficiency and was absent in patients with greatly im- 
paired pulmonary function. Increased oxygen require- 
ments were met oo greater tidal excursions in all but the 
most severely disabled patients, who increased their 
ventilation by raising the respiratory rate. In terms of 
ventilatory capacity and lung volumes, the response to 
pregnancy was the same in normal subjects and in pa- 
tients with moderate and severe pulmonary insufficiency. 
In all groups the M.B.C. and vital capacity were the 
same at term as in the nonpregnant state. Oddly enough, 
in contrast to normal subjects, patients with moderate 
pulmonary insufficiency did not complain of dyspnoea at 
any time during pregnancy. Patients with severe impair- 
ment of pulmonary function were not more disabled 
during pregnancy than before. 

It was concluded that patients with restrictive ventila- 
tory insufficiency who are not dyspneeic at rest should 
tolerate pregnancy without great difficulty. 


S. J. SHANE 


Correlations of Structure and Function and 
Mechanisms of Recovery in Acute Tubular 
Necrosis. 


Oxtver, J.: AM. J. Mep., 15: 535, 1953. 


The author of this review has long been well known for 
his delicate and painstaking microdissections, particularly 
in the elucidation of the pathological anatomy of the 
kidneys. In this paper his method is applied to the cor- 
relation of the laboratory findings in acute tubular nec- 
rosis (“lower nephron nephrosis”’), with the microscopic 
anatomy. Numerous photographs of microdissections of 
complete nephrons, including glomeruli and all tubular 
segments, reveal two distinct forms of tubular damage. 
The first consists of disintegration of the epithelium with 
preservation of the basement membrane, and is confined 
chiefly to the proximal convoluted tubule. The second, 
a more intense destructive effect, consists in the dis- 
ruption of the continuity of the tubule, including dissolu- 
tion of the basement membrane (“tubulorhexis), and in- 
volving short segments or long stretches. This latter form 
of destruction may involve all tubular segments distal 
to the proximal convoluted tubule. 

The author correlates. these changes with certain of 
the laboratory findings noted in acute tubular necrosis. 
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For example, it might be wondered why glycosuria does 
not usually occur in this condition. This is explained by 
the fact that glucose, which is filtered by the glomeruli, 
is normally re-absorbed in toto by the proximal con- 
voluted tubule which, as noted above, does not share in 
the tubulorhexic damage. Many other biochemical ab- 
normalities are explained by this micro anatomic method, 
and this paper provides a rather complete structural- 
functional correlation of this condition. S. J. SHANE 


Clinical Evaluation of Ethyl Biscoumacetate 
(Tromexan). 


VANDER VEER, J. B., Funk, E. H. Jr., Boyer, 
F. R. anp KELLER, E. A.; Am. J. MeEp., 14: 
694, 1953. 


A new coumarin drug, Tromexan, was evaluated clinically 
in 116 patients on therapeutic and prophylactic regimens. 
The required initial aoones was higher than that of 
dicoumarol (usually 1,200 to 1,500 mgm. ). No fewer pro- 
thrombin time determinations were needed than would 
have been considered essential with dicoumarol therapy. 
There was greater variability in the daily prothrombin 
levels than is usually experienced with antec patients 
receiving dicoumarol. A more rapid cessation of the 
effect of a single dose, and a rapid response to vitamin 
K preparation was noted, and severe hypoprothrombin- 
zmia was therefore less of a clinical acids than with 
dicoumarol therapy; however, bleeding occurred in 
several patients. The advanteges of prompt onset and 
cessation of effect are probably offset by the necessity 
for precise timing of administration. The authors con- 
clude that Tromexan has no great advantage over 
dicoumarol for routine therapy. SHANE 


SURGERY 


Events Leading to Major Amputation in 
Patients with Arteriosclerosis. 


Epwarps, E. A., McApams, A. J. AND CRANE, 
C.: New ENGLAND J. Mep., 249: 514, 1953. 


A study was made of 90 major amputations of the lower 
limbs in 73 patients with arteriosclerosis at the Peter 
Bent Brigham Hospital between 1945 and 1952. The 
pathological material demonstrated that in the majority 
of cases gangrene resulted from arterial thrombosis or 
infection; causative factors in a smaller number were 
venous thrombosis, peripheral arterial embolism, 
aneurysm or cutaneous infection. Two-thirds of the 
amputations were the result of the arteriosclerotic pro- 
cess but one-third were probably due to injury, neglect 
by the patient, or faulty medical management. Diabetes 
existed in 39 patients (two-thirds female). 

Amputation would be less frequently necessary if an 
accurate appraisal of the peripheral arteries was made 
a routine part of every physical examination. reaps yer 
diabetic control is essential, as is proper hygiene of the 
extremities. Sympathectomy is of great value in increas- 
ing the blood supply to the limbs in the chronic stages 
of arteriosclerosis and should be more extensively used. 


NorMaNn S. SKINNER 


Clinical Analysis of Billroth I and Billroth II 
Subtotal Gastric Resections. 


Moore, H. G., Scuiosser, R. J., STEVENSON, 
J. K., Harxms, H. N. anp Otson, H. H.: Arcu. 
Surc., 67: 4, 1953. 


A follow-up study of 104 piers who had a Billroth 1 
and 185 patients after a Billroth II subtotal gastrectomy, 
showed each series to be comparable as to age, sex, pre- 
operative diagnosis, etc. The Billroth I, with or without 
the von Haberer (end to side duodenum) modification is 
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being performed more frequently than formerly 
“pony for duodenal ulcer. It is argued that just as 
adequate resection is done in the gastroduodenostomy as 
in the peeaipnateey procedure. No _ significant 
difference in the incidence of dumping syndrome was 
demonstrated, but the only two severe cases in the series 
followed the Billroth II or Polya operation. The restora- 
tion of continuity gave better results in a higher per- 
centage of cases: the mortality rate was lower, post- 
operative weight gain was better, recurrent ulceration 
was absent. It is recommended that the Billroth I opera- 
tion be done more often, if only for the one reason: the 
low incidence of recurrent ulceration. 


Burns PLEWES 


Hzmolytic Reactions Associated with 
Surgical Procedures. 


Coney, J. E., Wimtson, D. M., CLaupon, D. 
aan SauTER, D. G.: Arcu. Surc., 67: 426, 
1953. 


Intravascular hemolysis associated with surgery, usually 
due to incompatible blood transfusion, is considered 
under three headings: the stage of shock, the renal in- 
sufficiency phase, and the salt-losing diuresis. Shock may 
be hidden by anesthesia. A hemorrhagic state may 
follow incompatible blood transfusion. Renal failure ma 
be followed oliguria for 8 to 12 days durin which 
time inanentiel management depends on control of the 
fluid and electrolyte balance. 


The catastrophe cannot be properly handled without 
very careful and frequent assessment of each patient. 
Replacement transfusion sometimes has a place. Fluid 
restriction, prevention of acidosis and rigid electrolyte 
management is often successful but the artificial kidney 
may be a valuable adjunct in some cases of anuria. 
Prompt correction of the anemia to minimize kidney 
anoxia is recommended. Burns PLEWES 


Chronic Lymphcedema of the Extremities and 
Its Management. 


Watson, J.: Brrr. J. Surc., 41: 31, 1953. 


Though the etiology of lymph stasis is poorly under- 
stood, palliative treatment is successful enough to justify 
its use. A classification is presented and the diagnosis 
discussed. Reconstruction of lymphatic channels has on 
the whole been unsuccessful, as have been the Kondoleon 
and Lanz procedures. Sympathectomy has no influence 
on the condition. Early mild cases can be controlled 
by the use of ree 7enen bandages, gravity and rest. 
Established cases which are not reduced to normal 
dimensions by rest and compression have been operated 
upon. An extensive dissection of subcutaneous tissue 
and deep fascia and return of the skin as a Wolfe graft 
is performed by multiple stage operations. The results 
are not perfect but the size of the limb is reduced and 
the patient achieves greatly increased freedom. 

Burns PLEWES 


Changing Concepts in the Surgery of Cancer. 


Dunpny, J. E.: New ENcLanp J. Mep., 249: 
17, 19538. 


Accurate planning of operative procedures in dealin 
with cancer is seriously handicapped by the almost t 

ignorance which still exists regarding the biological 
propensities of carcinoma. Radical surgery on seem- 
ingly early lesions may be followed by rapid develop- 
ment of widespread metastases while palliative resection 
without hope of cure may result in extraordinarily good 
results lasting for long periods. Neoplasms are not law- 
less growths which prone constantly and steadily, 
dependent upon the y only for their blood supply. 
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On the contrary, there is evidence that many are in- 
fluenced by metabolic and endocrine factors. Neoplastic 
growth may show periods of acceleration and regression 
and even complete spontaneous disappearance has been 
recorded. In rare instances metastatic lesions have been 
removed before the primary growth was evident sub- 
sequent removal of which has led to cure. The time 
factor is important in cancer surgery; every effort should 
be made to achieve early diagnosis and early surgical 
intervention, but many long existent and far advanced 
tumours are amenable to cure. Neoplasia does not arise 
from a single focus, enlarging by cellular proliferation. 
Its origin is from fields of tissue with progressive neo- 
plastic conversion of tissue within these fields. Variations 
in growth potentials are enormous. The more anaplastic 
the histological appearance the more malignant the 
growth is likely to be, but there are so many exceptions 
to this that treatment should never be withheld or altered 
solely on the histologic study. : 

To date there is no evidence to justify any general 
or routine extension of the established operations for 
cancer. Super-radical operations should be reserved for 
individual cases in which it would appear advantageous, 
after a careful appraisal of all the individual factors. The 
objective of a good cancer operation isa generous 
en bloc excision of all tumour without significant per- 
manent disturbances and without undue risk. 


A hopeless attitude is not justified when metastatic 
lesions appear subsequent to excision of the primary 
growth. In selected cases surgery may offer much in 
the way of extension of life and palliation of symptoms. 
When radiation therapy is indicated there should be 
close co-operation between the surgeon and the radio- 
Icgist. Radiation should be employed’ with the same 
accuracy and judgment as the scalpel. Cancericidal dos- 
age of radiation is justified if there is reasonable expecta- 
tion of tumour destruction, but the possibly crippling 
effects of such massive therapy contraindicate it when 
palliation is all that can be achieved. 


The primary purpose of palliative therapy in cancer 
is to relieve suffering, not to prolong life. For the benefit 
of the patient the surgeon should maintain a close 
contact with the patient; his withdrawal from the case 
when things are going badly will have a demoralizing 
effect upon the patient and family. Judicious, sym- 
pathetic management of even terminal cancer patients 
is essential and produces a surprising degree of benefit 
in these cases. NorMAN S. SKINNER 


Perforations of Gastroduodenal Ulcers. 


Mactapny, G. W., Herrop, C. E. ANnp 
MATHEWSON, C.: ArcH. SurG., 66: 810, 1953. 


During 10 years, 202 perforated peptic ulcers were ad- 
mitted to the San Francisco Hospital. Ages ranged from 
15 to 92 years, averaged 50 years, and of those who 
died, 63 years. The mortality rate was 13.4% for men and 
20% for women. 22% gave no history of ulcer symptoms 
and 23% had a history of at least 5 years. In 4% there 
had been a previous perforation and none of these died. 
The average length of time from perforation was 6.9 
hours and the “diagnostic delay” before operation 
averaged 2.4 hours. The duration of perforation in those 
who died averaged 14.3 hours. In 197 x-rayed, free peri- 
toneal air was found in 74%. 


Of the 202 patients, 185 were operated upon, 178 
by a simple closure of the perforation, 2 being already 
sealed off and 5 undergoing gastrectomy. No correlation 
was found between the type of anesthesia showing the 
highest mortality because used on poor risk cases. 

The patients treated without operation showed a 
mortality of 65%. The over-all mortality dropped from 
17.2% in the Ist five years to 9.3% in the second. 8% 
of the surviving patients returned for definitive surgery 
and 80% had no further symptoms during follow-up. 


Burns PLEWES 
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OBSTETRICS AND GYNAECOLOGY 


Interstitial Pregnancy. 


FreLMus, L. B. AND PEpowiTz, P.:-AMm. J. OBst. 
AND GyNeEc., 66: 1271, 1953. 


An analysis of 45 cases of interstitial pregnancy is pre- 
sented, obtained from a total group of 944 ectopic preg- 
nancies, an incidence of 4.7%. There was one death, a 
mortality rate of 2.2% for interstitial pregnancy. Perfora- 
tion occurred most frequently between the fifth and 
twelfth weeks of gestation, contrary to the general im- 
pression of late rupture. Transmigration of the ovum was 
noted in 26.7% of the cases. The most frequent complaint 
was abdominal pain. Amenorrhoea, anomalous vaginal 
bleeding and shock were other important signs and symp- 
toms. Profound shock appeared in 71.2% of the patients 
with cornual perforation. This was the result of massive 
intraperitoneal hemorrhage. 

The diagnosis is seldom made prior to rupture. Tender 
cystic enlargement at one horn ag the uterus is suggestive 
of interstitial pregnancy. During laparotomy an_inter- 
stitial pregnancy may be recognized by asymmetrical 
enlargement of the uterus superior to the insertion of the 
round ligament, without a corresponding enlargement of 
the rest of the organ. Treatment is immediate surgery and 
blood transfusion. Because of the greater speed with 
which it usually can be actdaeuladik and because con- 
trol of hemorrhage is almost immediate, hysterectomy is 
preferable to cornual resection of an extensive laceration. 

Ross MircHELL 


Local Terramycin for the Treatment of 
Trichomonas Vaginitis. 


Lanc, W. R., Raxorr, A. E. AND SHOLEs, D. 
M.: Osst. AND GyNEC., 2: 527. 


Terramycin has been used locally in the vagina as a 
form of therapy for a total of sixty cases of Trichomonas 
vaginalis vaginitis. It is demonstrated to be an effective 
and safe trichomonacide in vivo. 

The main disadvantage is the appearance of secondary 
fungus infections during and immediately after therapy 
but this can be prevented by the. addition of a fungicide. 


Ross MiIrcHELL 


Intravascular Clotting and Afibrinogenzmia, 
the Presumptive Lethal Factors in the Syndrome 
of Amniotic Fluid Embolism. 


Rem, D. E., Werner, A. E. ANp Rosy, C. C.: 
Am. J. Osst. AND Gynec., 66: 465, 1953. 


The syndrome of amniotic fluid embolism while ad- 
mittedly rare is a definite entity and a cause of death in 
the intrapartum period. With the realization that patients 
with amniotic fluid infusion (embolism) may die from 
pecan? as well as from respiratory distress, it is 
believed that the syndrome will be recognized more fre- 
quently than it has been in the past. Especially should 
this apply if a careful search is made at autopsy for evi- 
dence of amniotic fluid debris in the lungs of those 
individuals who die of shock and blood loss commonly 
attributed to uterine atony and ruptured uterus. 

The concept has been previously proposed that the 
clinical course and death in amniotic fluid infusion are 
due to intravenous clotting and defibrination. This 
process is regarded as being initiated by the coagulant 
activity in the amniotic fluid should it gain entrance into 
the maternal circulation. The term “amniotic fluid in- 
fusion” rather than “embolism” would best describe the 
syndrome since the basic insult is:believed to be intra- 
vascular clotting. The extent of intravascular clotting and 
defibrination will determine whether the patient will die 
immediately or will recover temporarily and if not 
properly treated will succumb within .a few hours from 
—— hemorrhage: It is ‘gg that the delayed 
death is due to incoagulable blood resulting from 
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afibrinogenzemia. This will be corrected by the admin- 
istration of adequate amount of fibrinogen and whole 
fresh blood. 

Five patients with presumptive amniotic fluid infusion 
and subsequent incoagulable blood have been presented. 
Four of these were treated by fibrinogen replacement 
therapy and blood transfusions with recovery. 

Ross MITCHELL 


PAEDIATRICS 


Prevention of Rheumatic Fever and Rheumatic 
Heart Disease. 


Kuttner, A. G.: Post-Grap. MeEp., 14: 429, 
1953. 


The responsibility for preventing the initial attack of 
rheumatic fever lies with the practising physician. He is 
the first to see the streptococcal pharynx and throat, and 
scarlet fever. If these conditions are treated shortly after 
the onset with large doses of penicillin for a period of 
7 to 10 days the incidence is sharply reduced. Fever, 
sudden onset with pain on swallowing, tender cervical 
nodes and exudate on the tonsillar area characterize 
nn pharyngitis. Scarlet fever is easily recog- 
nized. 

Once rheumatic fever has occurred the problem is in 
preventing recurrences. Three types of prophylactic ther- 
apy are available. They are (1) Sulfonamide drugs: daily 
dosage of 0.5 gm. of sulfadiazine for those weighing less 
than 60 Ib. and 1 gm. for those over that weight. This 
prophylaxis can be started during convalescence from an 
acute attack of the rheumatic fever. Toxic reactions do 
occur, but are infrequent. The appearance of urticaria is 
the indication to stop the treatment. Leucocyte counts 
should be done weekly because of the danger of 
agranulocytosis. (2) Oral penicillin. Evidence indicates 
that this is a safe method, So far no penicillin-resistant 
strains of Group A hemolytic streptococci have been 
reported. Toxic reactions are rare. Urticaria is an indi- 
cation here, also, to discontinue the use. Oral penicillin 
tablets buffered with sodium citrate should be given 
regularly one-half hour before meals. (3) Repository 
penicillin. Bicillin: This is given intramuscularly 
(1,250,000 I. U.) once a month. 

The type of prophylaxis employed will depend 
largely on the reliability of the mother or patient: 
whether or not they can remember to take the medica- 
tion regularly. Medication should be continued on a 
year round basis until the patient is 18 years of age; 
in older patients, for five years after the most recent 
attack. Because of the danger of causing a psychic 
invalidism, in persons not really having rheumatic fever, 
and since the diagnosis is often difficult, very careful 
study should be made before the individual is fully 
launched on such a preventive regimen. 


IsABEL M. LAUDER 


Newburgh-Kingston Caries Fluorine Study: 
Pediatric Aspects. 


SCHLESINGER, E. R. et al.: AM. J. Pus. HEALTH, 
43: 1011, 1953. 


The authors report the findings on the examinations of 
the children in this control study. The period covered is 
six years since fluoride was introduced into the New- 
burgh water supply in May, 1945. 

A preliminary report has already been made on the 
pediatric aspects. Physical examinations have included 
all known laboratory procedures, radiography and exam- 
ination of eyes al ears. During this period 573 
children in Newburgh, and 482 children in the control 
city of Kingston were studied. Their ages ranged from 
3 years to 14. Comparison of the findings with those of 
the same children before fluoridation failed to disclose 
any pathological deviations. There is no difference in 
the physical appearance of the 2 groups of children and 
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no clinical evidence or suspicion of any toxic effects in 
the Newburgh group. 

The higher rate of incidence in dental caries in the 
non-fluoridated group remains the major difference. 

Although this controlled study will be continued four 
more years, at least, the authors state “there is no 
reason to anticipate any systemic effects from fluoridated 
drinking water’. IsaBEL M. LAuDER 


Intussusception in Infancy. 
Wyatt, O.S.: Post-Grap. MEp., 14: 158, 1958. 


The author believes this condition represents the gravest 
incident that can occur in the abdomen of the healthy, 
well-nourished baby. If you will just take time to listen 
to the mother’s story, the diagnosis can often be made 
by telephone—and catastrophe avoided. 

The triad, i.e., (1) intermittent abdominal pain, (2) 
blood and mucus by bowel, and (3) palpable abdominal 
tumour, makes the diagnosis certain. It should be re- 
membered that fully 50% of the babies with this condi- 
tion do not present shock. The baby may vomit with the 
first attacks of pain; these attacks may or may not be 
violent. But vomiting is not one of the first signs, nor is 
the pathognomonic knee-chest position always present. 
A normal bowel movement may occur. The “red-currant 
jelly” stool rarely appear until 6 hours after onset. With 
this history, abdominal examination will reveal an empty 
lower quadrant, and usually a palpable mass. If there is 
any question about the latier, or the baby is difficult to 
examine, administer chloral hydrate by rectum. If there 
is still doubt, a flat plate of the abdomen should be 
taken. Since 50% of these intussusceptions, when seen 
in the first 4 to 12 hours, are reduced by a barium enema, 
this procedure is. warranted when undertaken by skilled 
hands only. But, it is of no use when the infant is seen 
in a late period, or when he is in severe shock. It then 
becomes a surgical problem. 

Early diagnosis and treatment has now become the 
responsibility of the peediatrist and the roentgenologist. 
But it must be remembered that there are certain pitfalls 
and dangers when reducing the intussusception by 
barium enema. These include: (1) incomplete reduction, 
(2) injury to the appendix and its blood supply, (3) 
overlooking an enteric intussusception initiated by a 
Meckel’s diverticulum, and (4) rupture of the intestine. 


IsaBEL M. LAUDER 


THERAPEUTICS 


Effect of Hydrogenated Alkaloids of Ergot 
on Hypertensive Headaches. 


Travis, W.: Gertatrics, 8: 636, 1953. 


Eighty-six patients with headache were studied. Twenty 
had nonhypertensive headaches due to various factors, 
and 66 had hypertension: 46 suffered from essential 
benign hypertension and 20 of arteriosclerotic hyper- 
tension. Ages ranged from 30 to 75 years. Dihydroergo- 
cornine, dihydroergocristine and dihydroergokryptine 
combined in equal amounts in a 0.5 mgm. sublingual 
tablet were administered. Placebos of indistinguishable 
appearance and acetylsalicylic acid, 0.66 gm., were 
studied at the same time. 

Partial or complete relief was obtained by the sub- 
lingual administration of the hydrogenated alkaloids of 
ergot in 86% of 42 patients suffering from headaches 
associated with arteriosclerotic or essential hypertension. 
Treatment was also effective in the prophylaxis of 
migrainous attacks in some of the 10 patients suffering 
from this condition. Headache associated with Méniére’s 
syndrome showed a variable response, while headaches 
due to spinal anzsthesia, sinusitis, trauma, and _polio- 
myelitis showed no improvement. There was some re- 
duction of the heart rate and a mild degree of vasodilata- 
tion of the skin of the hands. B. L. FRANK 
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Antibiotic Prophylaxis in Chronic Congestive 
Failure. 


McVay, L. V. Jr., SpRuNT, D. H. AND STERN, 
T. N.: Am. J. Mep. Sc., 226: 491, 1953. 


At present, the physician is primarily concerned with the 
problems of an aging population; that is, with such 
conditions as cardiovascular disease, malignancy, pul- 
monary emphysema and diabetes mellitus. Cardio- 
vascular disease is by far the greatest problem of the 
current period and is responsible for more deaths than 
the next five most common causes combined. The geri- 
atric cardiac patient has a limited cardiovascular reserve. 
This may have resulted from chronic disease such as 
rheumatic infection, prolonged hypertension, coronary 
artery disease, syphilitic involvement or previous bacterial 
endocarditis. Whatever the mechanism, infections, and 
particularly those involving the respiratory tract, are 
prone to precipitate cardiac decompensation in, elderly 
subjects. Patients suffering from chronic congestive 
failure are particularly susceptible to respiratory infec- 
tions; they frequently have chronic bronchitis and suffer 
from attacks of naso-pharyngitis, acute bronchitis and 
broncho-pneumonia. As a result of chronic pulmonary 
congestion, drainage is impaired and secondary bacterial 
infection is encouraged. 

Aureomycin as a prophylactic agent was given in 149 
cases of chronic congestive failure. The period of ob- 
servation ranged from 19.5 to 21 months. A definite 
reduction in the incidence of respiratory infections was 
observed in the cases receiving the antibiotic. Sub- 
jectively, there was improved appetite, strength, and 
sense of well-being. 

500 mgm. of aureomycin was on daily by mouth. 
Undesirable effects were minimal; in no case was it 
necessary to discontinue treatment. Nausea and vomiting 
netted: no more frequently among — receiving 
aureomycin than in those who received a placebo. Diar- 
rhoea and pruritus ani were observed much more fre- 
quently in the group receiving the antibiotic. These 
complications, however, were not serious and required 
only symptomatic treatment. Hepatic function tests_re- 
vealed no evidence of toxicity. Bone marrow studies, 
performed in 22 cases, (11 cases in each series), showed 
no evidence of a deleterious effect following the prophy- 
lactic administration of aureomycin. The bacteriological 
findings in 24 stool specimens were compared with those 
of 19 control specimens. The flora was comparable in 
both groups, though P. vulgaris occurred more frequentl 
in the group receiving aureomycin. On the other cae 
Str. viridans and non-hemolytic streptococci were iso- 
lated more commonly from the placebo patients. Over- 
growth of C. albicans was not demonstrated in the aureo- 
mycin group. 

It would appear from these studies that the long term 
use of aureomycin as a prophylactic in the treatment of 
chronic congestive failure may be of definite value. It 
should be emphasized that the goal was prevention, not 
cure. There was a definite decrease in the occurrence of 
infections among those patients who received aureomycin. 


B. L. FRANK 


INDUSTRIAL MEDICINE 


Medical Programs for Industry. 


Inpust. Butt. (NEw York STATE Dept. OF 
Lasour), 31: No. 9, 3, 1952. 


That industrial medicine should place greater emphasis 
on prevention, detection and supervision of the more 
prevalent and more pressing non-occupational diseases 
rather than on compensation medicine, is indicated by 
the material presented. It is based on the experience of 
the medical a artment at the East River plant (New 
York City) of the Socony-Vacuum Oil Company, Inc. as 
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prepared for the Special Committee on Industrial Medi- 
cine of the New York County Medical Society by Dr. 
Max N. Howard and Dr. Arthur E. Hoag. 


Detailed analysis of their experience denotes the value 
of the preplacement and of the periodic examination; it 
shows the cases dealt with by the medical department, 
the time lost from various medical causes—occupational 
and non-occupational—and the effectiveness of a medical 
program as reflected in a decrease in sickness benefits 

aid out and in work time lost. The latter is illustrated 
y a chart. 


For example, of 132 workers given pre-placement 
examinations 60 were found fully onalthel: for all types 
of work; of the 72 others, 47 showed conditions callin 
for re-examination. Of a group of 462 apparently we 
employees undergoing a periodic health examination, 
only 37 or 8% were rated as healthy; in each of 347, or 
75% of the total group, at least one defect calling for 
active treatment was found. 


During one year, a group of 1,478 workers made a 
total of 12,527 visits to the medical department; of these, 
15% involved compensation cases. The remaining 85% 
involved the care of non-occupational illnesses, including 
general medical complaints, periodic physical revisits 
and checkups of emia returning to work after ill- 
ness. Among this group there were in one year, 6,092 
man-work days lost from all medical causes, but only 
4% of this lost time was due to occupational injuries or 
illnesses. It was further revealed that among the ten 
most prevalent diseases found in the analysis of the 
non-occupational causes, the six chronic diseases caused 
more illness and more loss of time than the four acute. 
Comparison of figures over a three-year period since the 
start of the medical department shows a drop of some 
40% in sickness benefits payments and a decrease of 
about 50% in work time lost. 

Reference is made also to the value of keeping uni- 
form and painstaking records, and to the need for treat- 
ing-them in a confidential manner. The unique oppor- 
tunity afforded to industry, for research in many fields 
can lead to the maintenance of a positive and progressive 
program of achievement. MarcarReEtT H, WILTON 


Peripheral Vascular Disorder Caused by 
Industrial Occupations. 


Cuneo, H. M.: Inpust. MeEp., 22: 525, 1953. 


In this article the author discusses peripheral vascular 
disorders which are the direct result of industrial occupa- 
tions, those which are the immediate result of trauma 
and those which are due to its delayed results. 


In the first group are traumatic arteritis, traumatic 
segmentary arteriospasm, and arteriovenous fistula. None 
of these, as a rule, present unusual problems of treat- 
ment or just compensation. Those in the second group 
include: chronic arteritis due to continued trauma 
(crutch arteritis), traumatic arteriospasm, scalenus anti- 
cus syndrome, pneumatic-hammer disease (stonecutter’s 
disease), osteoporosis (Sudeck’s atrophy), causalgia, 
thrombophlebitis and related conditions, and vascular 
disorders produced by peter exposure to cold. The 
author presents detail of cause, symptoms and treatment 
for ani of these disordérs. He points out that in these 
disorders the industrial surgeon is often presented with 
oe complaints of pain, with varying degrees of 

isability which may be difficult to understand, especially 
when the injury was of a trivial nature, such as a sprain 
or a ligament, or a slight injury to a nerve. Moreover, 
as the patients’ complaints increase and their disability is 
prolonged, they may be considered malingerers, or 
thought to be exaggerating symptoms. The necessity of a 
carci evaluation and study of the symptoms, together 
with a knowledge of the vasomotor eaehninicns which 
may cause these obscure conditions, is indicated. 


Marcaret H. Witton 
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FORTHCOMING MEETINGS 


CANADA 


OnTaRIO MEDICAL AsSsOcIATION, Annual Meeting, 
Toronto, Ont. (Dr. Glenn Sawyer, 244 St. George Street, 
Toronto 5, Ont.) May 10-14, 1954. 


CANADIAN UROLOGICAL AssocIATION, Annual Meeting, 
Thousand Islands Club, Ont. (Secretary, Dr. S. A. Mac- 
= 1414 Drummond St., Montreal, Que.) June 3-5, 
1954. 


CANADIAN. SocIETY OF PLastic SuRGEONS, Seigniory 
Club, Que. (Secretary, Dr. J. V. R. Ord, 170 St. George 
Street, Toronto, Ont.) June 4-6, 1954. 


CANADIAN Nurses’ AssociATION, 27th Biennial Meeting, 
Banff Springs Hotel. (Canadian Nurses’ Association, 
National Office, Room 401, 1411 Crescent Street, 
Montreal, Que.) June 7-11, 1954. : 


INTERNATIONAL CONGRESS OF PsycHoLocy, Montreal, 
Que. (Prof. H. S. Langfeld, International Union of 
Scientific Psychology, Eno Hall, Princeton University, 
Princeton, N.J.) June 7-12, 1954. 


SocteTy OF OBSTETRICIANS AND GYNACOLOGISTS OF 
Canapa, Annual Meeting, Harrison Hot Springs, B.C. 
(Dr. R. B. Meiklejohn, Secretary, Toronto Western Hos- 
pital, Toronto, Ont.) June 10-13, 1954. 


CANADIAN MEDICAL AssocIATION, Annual Meeting, Van- 
couver, B.C. (Dr. T. C. Routley, General-Secretary, 244 
St. George Street, Toronto 5, Ont.) June 14-18, 1954. 


CANADIAN TUBERCULOSIS AsSOCIATION, Saint John, N.B. 
(Dr. G. J. Wherrett, Executive Secretary, Canadian 
Tuberculosis Association, 265 Elgin Street, Ottawa 4, 
Ont.) June 24-26, 1954. 


INTERNATIONAL CONFERENCE ON GROUP PSYCHOTHERAPY, 
Toronto, Ont. (Dr. Wilfred C. Hulse, Chairman, Inter- 
national Committee on Group Psychotherapy, 110 West 
96th Street, New York 25, N.Y.) August 12-19, 1954. 


INTERNATIONAL CONGRESS ON CHILD Psycutatry, Uni- 
versity of Toronto, Toronto, Ont. (Miss Helen Speyer, 
Executive Officer, International Association for Child 
wee 1790 Broadway, New York 19, N.Y.) August 
18-14, 1954. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, Uni- 
versity of Toronto, Toronto, Ont. (The Executive Officer, 
Fifth International Congress on Mental Health, 111 St. 
George Street, Toronto, Ont.) August 14-21, 1954. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, Mon- 
treal, Que. (Dr. G. Stuart Ramsey, Associate Secretary, 
Physical Sciences Centre, McGill University, Montreal 2, 
Que.) September 9-11, 1954. 


INDUSTRIAL MEDICAL ASSOCIATION OF THE PROVINCE OF 
QUEBEC, AND THE INDUSTRIAL SECTION OF THE ONTARIO 
MeEpIcaAL ASSOCIATION, Joint Meeting, Ottawa, Ont. 
(Dr. W. F. Prendergast, Secretary of the Section of 
Industrial Medicine, 22 Commercial Road, Leaside, 
Toronto 17, Ont.) September 23-25, 1954. 


UNITED STATES 


CONFERENCE OF CATHOLIC SCHOOLS OF Nursinc, Annual 
Meeting, Atlantic City, N.J. (Executive Office, 1438 
South Grand Blvd., St. Louis 4, Mo.) May 15-16, 1954. 


Caruouic HosprraL Association, Annual: Convention 
Atlantic City, N.J. (Executive Office, 1488 South Grand 
Blvd., St. Louis 4, Mo.) May 17-20, 1954. 
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AMERICAN TRUDEAU Society, Medical Section of the 


National Tuberculosis Association, Annual Meeting, 
Atlantic City, N.J. (Chairman of the Medical Sessions 

ittee, American Trudeau Society, 1790 Broadway, 
New York 19, N.Y.) May 17-21, 1954. 


AMERICAN UROLOGICAL ASSOCIATION, Annual Meeting, 
New York, N.Y. (Dr. William P. Didusch, Execative 
Secretary, 1120 N. Charles Street, Baltimore 1, Md.) 
May 31l-June 3, 1954. 


NATIONAL CONVENTION OF THE AMERICAN SOCIETY OF 
MeEpicaAL TECHNOLOGISTs, Annual Convention, Miami 
Beach, Florida. (Mrs. Maxine T. Ace and Mrs. Anna L. 
Rundell, Co-chairman, Publicity Committee, Jackson 
Memorial Hospital, Miami, Florida) June 13-17, 1954. 


MepicaL Liprary AssociaATION, Annual Meeting, 
Washington, D.C. (Lt. Col. Frank B. Rogers, Armed 
Forces Medical Library, 7th Street and Independence 
Avenue, S.W., Washington 25, D.C.) June 15-18, 1954. 


AMERICAN GERIATRICS SocreTy, Annual Meeting, San 
Francisco, Calif. (Dr. W. O. Thompson, President, 700 
North Michigan Ave., Chicago 11, Ill.) June 17-19, 1954. 


AMERICAN COLLEGE OF CHEST PuysIcIANs, Annual 
Meeting, San Francisco, Calif. (Dr. Edgar Mayer, Chair- 
man of the Committee on Scientific Program, 850 Fifth 
Avenue, New York 21, N.Y.) June 17-20, 1954. 


AMERICAN MEpIcat AssociaTION, Annual Meeting, San 
Francisco, Calif. (Dr. George F. Lull, 535 North Dear- 
born Street, Chicago 10, Ill.) June 21-25, 1954. 


ANNUAL SYMPOSIUM ON TUBERCULOSIS AND OTHER 
Curonic PuLMONARY DISEASES FOR GENERAL PRACTI- 
TIONERS, Saranac Lake, N.Y. (Dr. Richard P. Bellaire, 
P.O. Box 2, Saranac Lake, N.Y.) July 12-16, 1954. 


INTERNATIONAL COLLEGE OF SURGEONS, Convention of 
the Canadian and American Sections, Chicago, Ill. (Dr. 
E. N. C. McAmmond, Secretary, Canadian Section, 
Suite 2, 1701 Broadway West, Vancouver 9, B.C.) 
September 7-10, 1954. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, New 
York, N.Y. (Dr. William L. Benedict, Secretary-General, 
a ae Building, Rochester, Minn.) September 


Worip ConcrREss OF CarpioLocy, Washington, D.C. 
(Dr. L. W. Gorham, Secretary-General, Second World 
Congress of Cardiology, 44 East 23rd Street, New York 
10, N.Y.) September 12-17, 1954. 


INTERNATIONAL ANASTHESIA RESEARCH Society, Annual 
Congress, Los Angeles, Calif. (Dr. T. H. Seldon, Chair- 
man, 102-110 Second Avenue, S.W., Rochester, Minn. ) 
October 4-7, 1954. 


OTHER COUNTRIES 


InisH MeEpIcaL AssociaTION, Annual Meeting, Killarney, 
Ireland. (Dr. P. J. Delaney, Medical Secretary, 10, Fitz- 
william Place, Dublin) July 7-10, 1954. 


INTERNATIONAL GERONTOLOGICAL ConGREss, London 
and Oxford, mage. (Prof. R. E. Tunbridge, President, 
Department of Medicine, The University, Leeds, 
England) July 12-22, 1954. 


INTERNATIONAL CONGRESS ON THROMBOSIS AND EMBOL- 
1sM, Basle, Switzerland. (Dr. W. Merz, Hon. een, 
Gyneecological Clinic, University of Basle, Switzerland) 
July 15-19, 1954. 
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INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Ziirich, 
Switzerland. (Dr. H. K. Fierz, Secretary General, 
Theaterstrasse 12, Ziirich 1, Switzerland) July 21-24, 
1954. 


INTERNATIONAL CANCER ConcREss, Sao Paulo, Brazil. 
(Prof. A. Prudente, 171 rua Benjamin Constante, Sao 
Paulo, Brazil) July 23-29, 1954. 


INTERNATIONAL CONGRESS ON OBSTETRICS AND GYN#- 
coLocy, Geneva, Switzerland. (Dr. H. de Watteville, 
President, Maternité, Hépital Cantonal, Geneva, Switzer- 
land) July 26-31, 1954. 


Tutrp INTERNATIONAL POLIOMYELITIS (CONFERENCE, 
Rome, Italy. (Secretariat: 6 via Lucullo, Rome, Italy. 
Cable address: Inpolio, Rome.) September 6-10, 1954. 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, 
Stockholm, Sweden. (Secretariat of the Third Inter- 
national Congress of International Medicine, Karolinska 
sjukhuset, Stockholm 60, Sweden) September 15-18, 
1954. 


CONFERENCE OF THE INTERNATIONAL UNION AGAINST 
TusercuLosis, Madrid, Spain. (Prof. Alix y Alix, Escuela 
di Tisiologia, Ciudad Universitaria, Madrid, Spain) 
September 26 - October 2, 1954. 


PaNn-PaciFic SURGICAL AssOcIATION, Congress, Honolulu, 
Hawaii. (Dr. F. J. Pinkerton, Director General, Pan- 
Pacific Surgical Association, Young Building, Honolulu, 
Hawaii) October 7-8, 1954. 


Japan MepicaL Concress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, Kyoto, Japan) April 1-5, 1955. 


INTERNATIONAL DIABETES FEDERATION, a 
England. (Secretary, P. Duys, 33, Prinsegracht, The 
Hague.) July 4-8, 1955. 





NEWS ITEMS 


ALBERTA 


Dr. Harold Richards and Dr. Walter MacKenzie will 
be attending the meeting of the American College of 
Surgeons in London, England in May. They will be ac- 
companied by their wives. Dr. MacKenzie is presenting 
a paper at this combined Royal College and American 
College meeting. 


We regret to announce the passing of Drs. A. W. 
Macbeth, eo Johnston of Edmonton and Dr. G. D. 
Stanley of Calgary. 


Dr. William B. Murray of Calgary and a graduate of 
the University of Alberta donated a silver trophy cup 
for competition in hockey between the Indian Reserva- 
tions of Alberta. The first finals were played off in 
Ponoka, the Blackfoot tribe being the winners. Dr. 
Murray is to be congratulated on his originality in bring- 
ing these previously warring tribes into healthy competi- 
tion in this present age. : 


A new poliomyelitis wing is to be added to the Uni- 
versity of Alberta Hospital. This will take care of many 
cases for rehabilitation purposes; at present these are in 
the six Edmonton hospitals. The Southern cases are 
being cared for in Calgary, Medicine Hat and *Leth- 
bridge Hospitals. W. C. WHITESIDE 
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BRITISH COLUMBi4 


Legislation coming up in the B.C. Legislature deals 
with amendments to the Workmen’s Compensation Act, 
and has encountered strong opposition, at least to some 
of the changes suggested. 

In the first place, the amendments open the field of 
care of injured workmen, to chiropractors, naturopaths 
and chiropodists on absolutely equal terms with those 
under which medical men work. The amendments read, 
in every place where it is appropriate, “qualified prac- 
titioners”, instead of, as formerly, “physicians”. . . . In 
one way this is nothing new, as for some time, under 
the regulations as laid down by the Board, these groups 
have been recognized, and their accounts paid, and it 
is merely a matter of writing it into the Act. But there 
are certain disturbing features of this change. 


Two of these groups, chiropractors and chiropodists, 
work under Acts which limit their methods of practice— 
chiropractors, for instance, are limited to the practice of 
chiropractic manipulation, as defined in their Act. 
Chiropodists are limited by their Act, and in any case, 
the nature of their training, which, like that of dentists, 
is along strictly medical lines, removes them from com- 
parison with the other groups. But the Act which governs 
the practice of Naturopathy is very vague, and there 
would appear to be very little or no limitation on their 
practice, except that they call themselves “drugless prac- 
titioners”. Time will show to what extent this is a good 
or bad move. 


Another provision is for a medical appeal board. From 
a cursory examination, this would appear to be quite un- 
necessary, and as laid down in the printed amendments, 
almost, if not quite, unworkable; at least it is very diffi- 
cult to see how medical men could agree to work on 


this board. 


The leaders of Labour, at least the great majority of 
them, have protested strongly against this proposal, only 
two unions, as far as we know, being in favour of it. 


There are some other features to which both our- 
selves and Labour are opposed. It is quite possible that a 
good many alterations in these auapeeed amendments 
will be made, but the whole matter is very much in the 
melting-pot. 


The Scientific Session of the General Practitioners’ 
Section of the B.C. Division of the Canadian Medical 
Association, was held at Harrison Hot Springs this month, 
and was an outstanding success. The Hotel was filled to 
capacity, and the scientific program was excellent. It was 
announced that plans have been completed for giving 
graduates in medicine of the University of B.C., (the first 
graduating class from this University’s Medical School) 
opportunities to observe general practice through a 
system of preceptorships which has been organized. 
These graduates will not be acting in any way as assist- 
ants, but will be merely observers. 


The Medical Undergraduates’ Society of the U.B.C. 
held its annual Medical Ball on March 26 at the Hotel 
Vancouver, and it easily outshone all former occasions 
of the kind. The attendance last year was 500, the biggest 
up till then, while this year it was 750, and its sponsors 
are immensely pleased at the fact. This Ball has a 
special feature. The proceeds over and above expenses 
are used to .provide bursaries for deserving students, to 
assist them with their course. Other balls have already 
financed several of these bursaries, and this one will help 
a great deal to provide even more. 


The Annual Report of the Grace Hospital of Van- 
couver, operated by the Salvation Army, shows a very 
busy and successful year, and reflects most favourably 
on the management of the Hospital. The hospital is pri- 
marily a maternity hospital, with some 76 beds, and 
there were 2,629 births. The average occupancy rate was 
94.14% of capacity. A good deal of surgery is done in 
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the Hospital as well, as is shown by the fact that there 
were 532 major, and 212 minor operations performed 
during the year. The average length of stay per pa- 
tient was 7% days. 

The first Simmons Lecture was delivered at the Uni- 
versity of British Columbia, on March 30 by Dr. Harold 
G. Wolff, Professor of Medicine (Neurology) at Cornell 
University. His subject was “Headache Mechanisms” and 
a large audience attended. J. H. MacDrErmor 


MANITOBA 


Dr. Joe Prag has arrived in Winnipeg to take over his 
new duties as director of the provincial bacteriological 
laboratory. He is a graduate from Witwatersrand Uni- 
versity in his native Johannesburg, and succeeds Dr. G. 
B. Layton. Before coming to Manitoba, Dr. Prag held 
a fellowship at Glasgow University for the study of 
social medicine. 


The minister of health, Hon. F. C. Bell, has stated that 
the government may have to erect a new psychopathic 
hospital on a new site. The present building is on the 
grounds of the Winnipeg General Hospital, and its site 
may be needed for extension westward of the hospital. 


At the meeting of the Surgical Society of Western 
Canada held in Edmonton March 4 and 5, Dr. Charles 
Burns of Winnipeg was elected president and Dr. James 
Rennie, also of Winnipeg, was elected secretary. 


The ratepayers of Winnipeg, on March 10, endorsed a 
by-law to guarantee $2,000,000 debentures of the 
Winnepeg General Hospital to aid in financing the build- 
ing of an addition to the hospital. 


_The annual refresher course of the Faculty of Medi- 
cine, University of Manitoba will be held during the 
week of April 12. The guest speakers will be Dr. F. S. 
Brien, Professor of Medicine, University of Western 
Ontario, and Dr. W. H. Remine, Division of Surgery, 
Mayo Clinic, Rochester, Minn. 


The President and Executive Committee of the Mani- 
toba Medical Association gave a testimonial dinner on 
March 16 in the Fort Garry Hotel, to Dr. Patrick 
eonrene and the Board of Trustees, Manitoba Medical 

ervice. 


At the annual meeting of the Sanatorium Board of 
Manitoba on February 26, it was announced that in 
1953, for the first time in the history of the province, less 
than 100 persons died from tuberculosis. The provincial 
government has assumed full responsibility for financing 
treatment of tuberculosis. A high incidence of the dis- 
ease was found among 378 Eskimos examined by x-ray 
at Chesterfield Inlet, Eskimo Point, Baker Lake and 
Repulse Bay. 


In the annual report of the. Manitoba Cancer Relief 
and Research Institute, P. A. Macdonald, Ph.D., Execu- 
tive Officer, shows that since 1938 there has been a 
decrease in the deaths from cancer in women while the 
death rate from cancer in men tends to be stationary. 
During the earlier part of the present year until the 
breakdown of the atomic reactor at Chalk River, isotopes 
of phosphorus 32, colloidal gold 198 and iodine 131 were 
actively used in co-operation with the personnel of both 
the Winnipeg Gens Hospital and the Medical College. 


Dr. Lyonel G. Israels has opened an office at 656 
Salter St., Winnipeg, for the practice of hematology. 


Dr. and Mrs. A. Moyse of Winnipeg celebrated their 
golden wedding anniversary on March 24, 1954. A gradu- 
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ate of Laval (now Montreal) University. Dr. Moyse came 
to Manitoba in 1911, served with the R.A.M.C. at 
Salonika in 1915 and from 1918 has practised in Winni- 


peg. 


Start has been made on a new $500,000 centre for 
Manitoba Clinic at Sherbrooke St. and McDermot Ave., 
close to the Winnipeg General Hospital. 


Hon. Ivan Schultz, attorney general and former 
Minister of health. and public welfare, stated in the 
provincial legislature that the government does not favour 
a compulsory health insurance scheme. Ross MrrcHELL 


NEW BRUNSWICK 


The Saint John Medical Society, at their February 
meeting, heard a combined review of “Etiology of De- 
fective Vision” by Dr. S. Silver and Dr. D. R. MacRae. 


Dr. H. E. Britton of Moncton, Vice-Chairman of the 
Maritime Blue Cross, was elected Vice-President of the 
Canadian Council of Blue Cross Plans at the meeting of 
the Council held recently in Toronto. 


For the first time in history the several Ministers of 
Health of all the Maritime Provinces met in January of 
this year. The meeting took place in Halifax, N.S. The 
official delegation from New Brunswick included: The 
Hon. J. F. McInerney, Minister of Health for N.B.; Dr. 
J. A. Melanson, Chief Medical Officer; and Dr. A. M. 
Clarke, Director of Health Planning Services. 


The New Polio Clinic and Health Centre at Frederic- 
ton is progressing well and will be completed this fall if 
the hopes of the Provincial Department of Health are 
fulfilled. This structure, adjoining the Victoria Public 
Hospital, will provide space for the care of poliomyelitis 
patients, crippled children and will contain a regional 
zone laboratory. 


Dr. J. R. Mayers, Director of Maternal and Child 
Health, N.B. Department of Health, reports that the 
infant mortality rate in New Brunswick stands at 43 
infant deaths per one thousand live births. This is the 
first time that the rate has dropped below 50. 


The New Provincial Hospital at Campbellton is near- 
ing completion and will be ready to receive mental pa- 
tients early in May. The portion of the Hospital now 
nearly completed will accommodate 225 patients. 


The new slate of officers for the King’s County Medical 
Society for 1954-55 shows: Dr. Ralph W. Brooks of Hat- 
field’s Point as President; Dr. T. S. Dougan, Vice- 
President; and Dr. A. W. Clark of Sussex, Secretary 
Treasurer. Dr. A. L. Winsor of Norton is Member- 
Elect of the N.B. Medical Society’s Executive Committee. 


Dr. K. C. Rodger spoke on “Antibiotics” at the March 
meeting of the Saint John Medical Society. Dr. Rodger 
is at present engaged in special studies in the field of 
antibiotics at Lancaster D.V.A. Hospital. 

A. S. KiRKLAND 


NOVA SCOTIA 


The Halifax Children’s Hospital recently opened a 
new modern wing which has increased the bed capacity 
from 98 to 204. This is the only children’s hospital in the 
Maritime Provinces and is one of four in Canada. The 
cost of this addition was approximately .$1,250,000.00 
which also includes increased space for operating rooms, 
radiology and interns. New units opened up that did 
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not exist separately before are a modern recovery room, 
a central supply room and a cafeteria. This expansion 
program was greatly facilitated by National Health 
Grants and will go a long way in fulfilling the need of 
increased training for the general practitioner in pzedi- 
atrics and in graduating more nurses with adequate back- 
ground in the care of sick children. 


“A Week in Medicine” was one of the features of the 
late winter program put on by the postgraduate com- 
mittee of Dalhousie University. The physicians from 
various parts of the Maritime Provinces were privileged 
to hear Dr.. Martin Hoffman who was the guest speaker. 
Dr. Hoffman featured or took part in a total of twenty 
different events during the short period of 5 days. How- 
ever we hope that Dr. Hoffman felt well rewarded for 
his unusual effort by the keen interest and attendanc 
shown. : 

Members of the department of medicine, with the 
assistance of several from the other clinical specialties, 
oe to make “The Week in Medicine” a very success- 
ul one. 


The officers for the Defence Medical Association for 
Nova Scotia for 1954 are: President, Dr. C. M. Harlow, 
Secy. Treasurer, Dr. Charlie Gordon. Delegate, Dr. 
Charlie Elliott. A committee composed of Dr. Arnold 
Noble, Dr. Walter House and Dr. Hugh MacKay was 
— to make a special effort in increasing member- 
ship 


Dr. Gordon Mack of Halifax, Specialist. in Urology, 
Surgeon-Lieutenant (retired) Royal Canadian Navy was 
attached to H.M.C.S. Micmac on a recent training cruise 
to Bermuda. 


“Friends from his native Nova Scotia” of Dr. Walter 
MacKenzie, Professor of Surgery, University of Alberta, 
wish to extend their warmest congratulations to him on 
his selection to give “The Moynihan Lecture” in London, 
England before the Royal College of Surgeons. 


A short course in anzsthesia was held at the Victoria 
General Hospital March 29 to April 1. Dr. Wesley Bourne 
of Montreal, formerly Professor and Chairman of the 
Department of Anesthesia, McGill University, was the 
guest speaker. C. M. HarLtow 


ONTARIO 


Dr. Donald Fraser, research associate in biochemistry 
and fellow in pediatrics, University of Toronto, has been 
awarded a John and Mary R. Markle Foundation 
scholarship to continue research in clinical psediatrics 
and physiology. 


Dean J. A. MacFarlane has been elected an honorary 
member of the Association of Military Surgeons of the 
United States. 


Dr. William Peyton, director of the division of Neuro- 
surgery of the Medical School, University of Minne- 
sota, addressed the Combined Services Neurological 
Conference at the Toronto General Hospital in February. 


Under the Charitable Institutions Act grants for new 
construction in all charitable institutions have n in- 
creased from $1,000 to $2,000 a bed. 

In keeping with the higher cost of maintenance, the 
province will now pay 20 cents daily, instead of five 
cents for each child in children’s institutions. This brings 
payment into line with that made to those in charitable 
institutions for the aged. 
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The Essex County Medical Society was addressed by 
Dr. Harry Botterell who discussed Subarachnoid Hzemor- 
rhage and Aneurysms. He pointed out that any young 
person suffering from a subarachnoid hemorrhage in the 
absence of hypertension, blood dyscrasias or tumours 

robably had an aneurysm. He felt that much could be 
Dose: While surgery in the past has been somewhat 
discouraging, operative techniques have been improv- 
ing and surgical intervention is the treatment of choice. 


A cobalt bomb has been presented to the Hamilton 
General Hospital by the Ontario Cancer Treatment and 
Research Foundation. It has been installed in a new 
building provided by the Hamilton Branch of the 
Canadian Cancer Society. 


More than $1,495,000 was raised by the Ontario 
Division of the Canadian Cancer Society in campaigns 
in the past four years. The most successful year was 
1953 when $498,099 was raised. 


The Physiological Society of the University of Toronto 
has been addressed by Dr. G. Asboe-Hansen, Laboratory 
for Connective Tissue Research, University Institute of 
Medical Anatomy, Copenhagen on Hormonal Effects on 
Connective Tissues; by Dr. Robert E. Semple, and by 
Dr. S. A. Benscome both of Queen’s University, Kingston; 
the former spoke on Studies on Plasma Expanders, the 
latter on Cytology and Cytopathology of the Islet Cells 
of the Pancreas. 


At the Sunnybrook Hospital medical staff dinner the 
guests of honour were Dr. O. J. S. Little, recently re- 
tired from the Department of Medicine; Dr. W. M. 
Ecclestone, recently retired from the Department of 
Surgery and Dr. K. E. Hollis, the first superintendent. 

Dr. Hollis was presented by the staff with his portrait 
by Cleeve Horne. In accepting the portrait Dr. Hollis 
outlined the beginnings of Sunnybrook when it was 
an idea started by a group of public spirited women, 
and traced its development to the present modern 1,500 
bed hospital. He told of his own recommendations for 
its wider use in the medical service of the country. 
Some of these have been accepted, others not. Dr. W. 
P. Warner, Ottawa, expressed the appreciation of the 
Department of Veterans’ Affairs for Dr. Hollis’ contribu- 
tion toward the planning of the hospital and for his 
administration in the first interesting and difficult years. 


A special capital grant of a million dollars has been 
made to the University of Toronto to provide for the 
expansion of the College of Dentistry. Although Ontario 
has the largest of Canada’s five dental colleges there is 
a real shortage of dentists in the province. 


Under the Disabled Persons Act 3,672 people in the 
province are receiving pensions of up to $40 a month. 
These are paid to permanently and totally disabled 
people between the ages of 18 and 65 who have not 
adequate income for their own support. A third of the 
total are suffering from mental disability, about a quarter 
are paralytic and most of the others have heart or 
arthritic conditions. 


Physicians’ Services Incorporated has 425,000 par- 
ticipating members with 4,050 participating physicians. 
The Corporation has moved into its new six storey 
building at Yonge and Eglinton. 


The thirty-fourth congress of the Canadian Physio- 
therapy Association was held in Toronto. Dr. W. T. 
Mustard speaking on cerebral palsy said that deformity 
of limbs in an infant can be prevented by early diag- 
nosis and continued therapy en the child is five. 
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He outlined surgical procedures for special disabilities 
in this condition. Dr. F. P. Dewar discussed the problem 
of keeping bones for grafting in bone banks; they have 
been kept for as long as six months, it is hoped methods 
for longer preservation will be developed. Dr. Gerard 
Quigley, Hamilton, described the program undertaken 
by Hamilton obstetricians and the Department of Physio- 
therapy, St. Joseph’s Hospital to prepare patient for 
childbirth; this includes training the patient in methods 
of relaxation and having them understand the process of 
childbirth. He said it had resulted in shorter labours 
and less discomfort. 


The Section on Surgery of the Ontario Medical Asso- 
ciation and the Workman’s Compensation Board of 
Ontario sponsored a postgraduate course on The Surgery 
of Trauma held at Sunnybrook Hospital and the Re- 
habilitation Centre, Malton. It was attended by three 
hundred surgeons from all parts of the province. Dr. 
Harrison McLaughlin, New York, spoke on Fractures of 
the Pelvis and Acetabulum and on Lesions of Rotator 
Cuff of Shoulder. Twenty-nine other papers were given 
by members of the teaching staffs of Ontario medical 
schools. The dinner speaker was Mr. E. L. Haines, Q.C. 
whose subject was The Medico-Legal Aspects of Trauma. 


A series of meetings called You and Your Doctor, held 
in Convocation Hall, is being sponsored by the Ontario 
Medical Association and the Toronto Telegram. This is 
a service to give factual, reliable medical information to 
an interested public. A panel of specialists and general 
es discussed the various aspects of disease. The 

rst meeting was on Poliomyelitis, the second on Eyes 
and the third on Heart. 


Dr. W. P. Warner, senior treatment medical officer, 
Department of Veterans’ Affairs, has been awarded the 
gold medal of the Professional Institute of the Public 
Service of Canada. The citation said: “Dr. Warner’s work 
has helped make care of Canada’s former servicemen 
among the best in the world.” 


The Essex County Medical Society at the annual: 


Clinic Day held in Windsor had as guest speakers Dr. 
W. T. Mustard whose tdépics were “The Common Ortho- 
pedic Problems in Infancy and Children” and “The 
Present Status of Cardio-Vascular Surgery in Infancy 
and Childhood”, and Dr. Harry Bain who spoke on 
“Some Recent Advances in Pediatrics” and “Pzediatrics- 
Endocrine and Metabolic Problems of Interest and 
Import to the General Practitioner.” 

Lituian A. CHASE 


QUEBEC 


The annual Hughlings Jackson Memorial .Lectureship 
will be held this year on Wednesday, May 19, at 5 p.m. 
in the amphitheatre of the Montreal Neurological Insti- 
tute. 

Prof. Th. Alajouanine, Prof. 4 la Faculté, (Paris) will 
deliver an address entitled: “On Some Aspects of Verbal 
Expression in Aphasia”. 


Hospital construction in Montreal is continuing just 
as intensively in 1954 as last year. Compared with 1953, 
however, 1954 is light in terms of appeal to the public 
for hospital funds. During 1953 a half dozen hospitals 
went to the public for a total of nearly $27,000,000. 

The original Western Division of the General on 
Dorchester Street, after 80 years of service to Mon- 
trealers, is coming down. Planned in 1874, two years 
before it was built, the old hospital will be replaced by 
the new Children’s Memorial Hospital. Wrecking crews 
have nearly completed their job on the four-storey build- 
ing and mopping-up operations are expected to take 
about three more months. 
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Construction of the new Children’s Memorial on the 
Essex Street site is expected to be started late this year. 
The new site, when cleared, will be V-shaped alon 
Tupper and Essex Streets, with an internal courtyarc 
containing the interns’ residence and a central service 
unit containing the power plant and kitchen. The new 
building will have eleven storeys, with the possibility of 
extra storeys being added at a later date. When com- 
pleted it will have a bed capacity of 385, compared with 
the present 175 at the Cedar Avenue building. 

While on the subject of children’s hospitals, the Chil- 
dren’s Memorial and Ste. Justine Hospitals, the only 
general hospitals for children in our Province, presented 
a joint brief on March 18 to the Royal Commission on 
Inquiry on Constitutional Problems. This urged official 
recognition by the Provincial government of the high 
cost of their operations, and proposed immediate con- 
sideration of their request for special annual Provincial 
grants on a permanent basis. The brief, presented by Mrs. 
L. deG. Beaubien, Ste. Justine president, and John H. 
Molson, president of the Children’s Memorial, stated that 
the operating deficit for the past year for Ste. Justine’s 
was $242,133; the Children’s Memorial Hospital operat- 
ing deficit was $308,403. The brief further stressed that 
salaries at these hospitals represent over 60% of the total 
pee: in spite of the fact that a good deal of the 
administrative work is voluntary, and the majority of 
the hospitals’ medical staff receive no wager From 20 
to 30% of the patients at the two hospitals come from 
outside the city. 


Hon. Paul Martin, Minister of National Health and 
Welfare, addressing the 35th Annual Meeting of the 
Mental Hygiene Institute emphasized that the govern- 
ment is trying to raise health standards in Canada, but 
is not trying to establish a “welfare state”. There was a 
total of 62,000 mentally ill patients in 1952. This ac- 
counted for 44% of those in all hospitals, outnumbering 
public general hospital patients in Canada by 7,500 
Since the establishment of a national health program in 
1948, federal grants of more than $30,000,000 had been 
made available under the mental health grant system. Of 
this amount, projects had been approved totalling more 
than $23,000,000. In addition, hospital construction 
grants of more than $15,000,000 had "hee made avail- 
able to help provide additional accommodation for 12,000 
patients. 

‘Dr. Baruch Silverman, director of the Mental Hygiene 
Institute in Montreal, in presenti.g the annual report 
outlined the doubling of mental health, diagnostic and 
treatment services in the past three years. He empha- 
sized that we must integrate the principles of mental 
health into our whole educational system, our nursery 
schools, public schools and colleges. The institute plans 
to direct its efforts increasingly toward the promotion of 
an adequate state of mental health and the prevention 
of mental illness. This can be accomplished by helping 
people who need guidance, counselling and advice before 
they become mentally ill, and by applying the principles 
of mental health in the process of training. and educa- 
tion of our children and young people. 


Dr. Mark D. Altschule, assistant professor of medicine 
at Harvard and director of internal medicine and re- 
search at the McLean Hospital, Waverley, Mass., gave 
an exceptionally interesting talk on some metabolic dis- 
orders in schizophrenic and manic depressive psychoses 
to the Montreal Clinical Society at the Jewish General 
Hospital on March 24. He stressed that the metabolism 
of carbohydrates, proteins, fats and salts are all abnormal 
in these types on mental illness. The most promising 
avenue of research at the moment seems to be in direct- 
ing attention to endocrine glands. He believes that the 
factor or factors responsible for mental disorders also 
cause the metabolic disorders. 


McGill University this month announced the establish- 
ment of a Bachelor of Science degree in Physical and 
Occupational Therapy. The five-year course was ap- 
proved by the Senate after months of study by a special 
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committee under the chairmanship of Prof. F. C. Mac- 
Intosh, head of the department of physiology. Entrance 
requirements to the new course will be the same as 
those for first year B.A. or B.Sc., candidates being re- 
quired to have an average of at least 65% in the 10 
papers required. The course will be longer and stiffer 
than the existing diploma course. The academic work 
will be equivalent to 17 full courses, with anatomy (in- 
cluding histology) and physiology (including bio- 
chemistry ) as continuation subjects. 


Some 1,200 surgeons attended a most successful 
sectional convention of the American College of Sur- 
geons in Montreal on March 31 and April 1 and 2. 
Sessions began at 8 a.m. with clinics at six of Montreal’s 
teaching hospitals; three French-speaking and three 
English-speaking. All the clinical presentations, papers 


and the symposia were excellent, thus making it difficult . 


to highlight any particular ones. Dr. Harry S. Morton 
and his committee on arrangements are to be congratu- 
lated on the success of the meeting. McGill University, 
University of Montreal and Laval University doctors 
played leading roles in the sectional meetings as well as 
in the cuaie surgery sessions. 

A special feature of this meeting was the availability 
at the Mount Royal Hotel ballroom, where all the gen- 
eral sessions were held, of simultaneous translation of 
French and English for the non-bilingual doctors. Dr. 
J. A. Blais of Hotel Dieu, assisted by Miss Lucille Blain 
and Miss Jane Oiselle, was responsible for the excellence 
of the translation service. 


Dr. Gavin Miller, formerly chairman of the depart- 
ment of surgery at McGill University and surgeon-in-chief 
at the Royal Victoria Hospital, has been recently made 
an honorary Fellow of the Royal College of Surgeons, 
London, England. Dr. Miller will leave for overseas this 
month, accompanied by Mrs. Miller, and will have the 
honorary title conferred on him at a meeting of the 
College early in May. Realizing that there are only some 
50 honorary fellows of the College emphasizes the 
special significance of this honour. 

While on the subject of honours, our congratulations 
also go out to Prof. F.'C. MacIntosh, Joseph Morley 
Drake professor of physiology and chairman of the de- 
partment at McGill University. Prof. MacIntosh was 
recently named a Fellow of the Royal Society of London, 
England. This brings to six the Fellows of the Royal 
Society now on the staff at McGill. A. H. NEUFELD 


SASKATCHEWAN 


Total expenditure under the Saskatchewan Hospital 
Services Plan increased by more than $1,000,000 in 1953 
to reach a new high of $16,137,066.00. Of this amount 
$6,234,232.00 was obtained by the hospitalization tax. 
The balance consisting of $9,900,000.00 came from 
general revenue and a share of the special provincial 
sales tax. 

More than 800,000 Saskatchewan residents were 
covered. This represents an increase of 17,000 people in 
1953 and was 97% of all those eligible to participate. 
The Plan is financed by a special tax of $15.00 per 
person, with a maximum of $40.00 per family, and con- 
tributions from general revenue, together with a portion of 
a 3% sales tax applied to most goods sold in the province. 

There was a slight decline in the average days’ stay in 
hospital from 10.6 days in 1952 to 10.4 in 1953. The 
number of discharged hospital cases increased to 165,410 
from 161,499 but the volume of hospital patient days 
decreased by approximately 10,000. Hospital care was 
provided for approximately 94% of all women in labour 
in Saskatchewan, these being the largest class of bene- 
ficiaries under the Plan. Diseases of the tonsils and 
adenoids were second. 

Administration cost reached the low level of 3.7% 
of all cost and included $163,868.00 paid in commission 
for collecting the hospitalization tax. In 1953 there were 
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131 prosecutions for ce as compared with 203 
in 1952. About 80% of those admitted during the year 
had only one period of hospital stay. 


The Honorable T. J. Bentley has recently announced 
a plan for training dental assistants to make simple 
fillings and extractions. Apparently due to a shortage of 
dentists, dental programs in Saskatchewan health regions 
are less successful than they could be. 

In commenting editorially on this situation the Saska- 
toon Star-Phoenix has this to say, “We presume, in short, 
that Mr. Bentley has in mind a plan for Saskatchewan 
similar to that in New Zealand, but we would like to 
know more about it. The idea of entrusting children’s 
oral health to students and assistants with limited qualifi- 
cations is not attractive. Work on electrical wiring in our 
homes can be done legally only by licensed electricians. 
We believe that most people will not want anyone short 
of a fully trained dentist to repair their children’s teeth. 
Teeth are delicate and precious things which demand 
the best possible care. We will not welcome a plan 
which aa euaine an increase of risk. It might amount 
to a backward step from the high standards which the 
dental profession has been able to establish”. 


The 550-bed University of Saskatchewan hospital, 
being built on the campus’ at a cost of approximately 
$9,000,000, will be completed and ready to Send pa- 
tients by the spring of 1955. This means that. freshman 
enrolled in the 1953-54 university medical class will be 
able to complete the training leading to their M.D. 
degree in Saskatchewan. In other years, it has been 
necessary for medical students to transfer to other uni- 
versities after they had completed two years of pre- 
medical training. Contained in the new hospital will be 
the cobalt radiation unit, surgical theatres, a physio- 
therapy section, a modern x-ray department, and a 
special psychiatric treatment section. 


More than 1,500 patients were treated last year in 
Saskatchewan’s two Physical Restoration Centres 
established to treat victims of poliomyelitis and other 
crippling ailments. 


Saskatchewan had a higher: number of patients in 
mental hospitals per 100,000 of population at the end of 
1952 than any other Canadian Province according to 
the Dominion Bureau of Statistics annual report on 
mental institutions. This report showed that at the end 
of 1952, Saskatchewan mental hospitals had 4,915 pa- 
tients on their books, which was a rate of 583.0 per 
estimated 100,000 of general population. Ontario’s is 
449.9 and all Canada’s 435.3. G. W. Peacock 





NEWS AND NOTES 


NEW PROSTHESIS FOR 
MASTECTOMY PATIENTS 


Seligmann (Am. J. Surg., 86: 466, 1953) has recently 
described what looks like being a very interesting form 
of prosthesis for the woman who has undergone mastec- 
tomy. He points out that the chief disadvantages of 

rostheses designed to conceal the loss of a breast stem 
rom the fact that the consistency of the prosthesis 
differs greatly from that of breast tissue, which has a 
high proportion of water and is loosely suspended. from 
adjacent tissues, so that it can shift about freely with 
changes in posture. The new prosthesis* has a double 


*Identical Form, manufactured by Identical Form, Inc., 


New York. 
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You see that she is somewhat exophthalmic. You 
see also that she is overweight. Perhaps less 
apparent is an even more common clinical prob- 
lem: mental and emotional distress. Yet this distress 
either causes or complicates virtually every case 
you handle. You will find ‘Dexamyl’ of unique 
value in managing the mental and emotional dis- 
tress you see in your practice. ‘Dexamyl’ is a 
balanced combination of two mood-ameliorating 
components: 


1. ‘Dexedrine’ Sulfate —the antidepressant of 
choice—to lift the patient’s mood and provide a 
sense of well-being. 


2. Amobarbital (Lilly )—the sedative that elevates 
% mood—to relieve nervousness, anxiety, and inner 
tension. 


Dexamyl’s two mood-ameliorating components 
work synergistically to provide a ‘“‘normalizing”’ 
effect—free of the dulling effect of barbiturates; 
free of the excitation caused by stimulants. 
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-D EX A M Y a tablets and elixir 


*‘Dexamyl’ and ‘Dexedrine’ T.M. Reg. Can. Pat. Off. Smith Kline & French, Montreal 9 
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cell structure, the inner cell containing a viscous creamy 
fluid and the outer being underinflated. As a result, the 
prosthesis is affected by gravity and changes position 
with movement, as does a normal breast. The prosthesis 
is claimed to be undetectable, even on close contact. 


THE MARKLE FOUNDATION 


The following have been appointed scholars in 
Medical Science under the Markle Foundation, beginning 
1954: 

John C. Beck, M.D., C.M., lecturer in medicine, 
McGill University. Field of interest: endocrinology; 
general medicine. 

R. M. Cherniack, M.D., lecturer in physiology, Uni- 
versity of Manitoba. Currently, research fellow, depart- 
ment of environmental medicine, Johns Hopkins Uni- 
versity. Field of interest: internal medicine (chest dis- 
ease); pulmonary physiology. 

Donald Fraser, M.D., Ph.D., research associate in 
biochemistry and fellow in pediatrics, University of 
Toronto. Interest: clinical pediatrics; physiology. 

D. A. Rosen, M.D., C.M., assistant professor of 
ophthalmology, beginning July 1, Queen’s University. 
Currently, research fellow, Johns Hopkins University. 
Interest: ophthalmology. 

Each of these will carry on a five-year program. 
Their respective schools will each receive grants of 
$30,000 for their support. 

These are the Canadian candidates amongst a group 
of 25 scholars in medical science who have been chosen 
this year to receive support from the Markle Fund. This 
is the largest number to be appointed in any year since 
the inception of the fund in 1948. A total of $750,000 
has been appropriated for their support and research. 


MENTAL ILLNESS STATISTICS 


The growing importance of mental disorder as a 
wastage of human resources and a drain on the com- 
munity calls for more intensive studies of the problems 
involved. These problems cannot properly investi- 
gated without a basis of reliable statistics. The Dominion 
Bureau. of Statistics, Ottawa, has therefore done a 
valuable service to mental health workers by publishing 
a Mental Statistics Handbook, which contains detailed 
instructions for compilation of statistics on patients in 
mental hospitals, as well as an annotated classification 
of mental disorders, an alphabetical index of the latter, 
and a selected bibliography of the subject. 


(Continued on page 88 of the Advertising Section) 
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BOOK REVIEWS 


THE FABER MEDICAL DICTIONARY 


Edited by Sir C. Wakeley, Fellow of King’s 
College, London, President of the Royal College 
of Surgeons of England. 471 pp. $9.00. Faber 
and Faber Limited, London; British Book 
Service (Canada) Ltd., Toronto 6, 1953. 


This dictionary has a somewhat more limited scope than 
that of the medical dictionaries we are accustomed to on 
this continent. It is intended evidently not only for the 
medical profession but for the allied professions and also 
for the many of the laity associated with the Health 
Service. The names of medical men are included only 
in the case of eponyms, which means that the under- 
taker Banting who Tentoul a reducing diet is included, 
but Sir Frederick Banting who attached his name to 
nothing is not. William Harvey similarly is excluded, and 
Oliver Wendell Holmes, and many more. But this can- 
not be helped if the dictionary is not to become un- 
wieldy. The main function of the book is to define most 
medical terms and it has succeeded well in this. One 
would have liked a rather thinner paper, but paper is 
where you find it nowadays. The book is intended to be 
concise, accurate and comprehensive; it has fully suc- 
ceeded in being just that. 


BASIC PRINCIPLES OF CANCER 
PRACTICE 


A. Nettleship, Fellow, New York Academy of 
Medicine, Professor of Pathology, University 
of Arkansas School of Medicine. 398 pp. illust. 
$7.75. Williams & Wilkins Company, Baltimore; 
Burns & MacEachern, Toronto, 1952. 


This book constitutes an outline of the diagnosis and 
treatment of cancer in some of the many different forms 
which are commonly encountered in adults. In addition 
there is a review of neoplasia in children. The author 
also gives his thoughts on the behaviour of neoplasms, 
methods of cancer diagnosis, cancer research, and _ the 
influence of occupation, etc., on cancer. This book is, 
as the author intimates in his subtitle, useful for the 
medical student or junior house officer, and as a primer 
for the general practitioner. It suffices for a onal tack 
ground of the subject; however, more reading would be 
necessary for even these students mentioned above if 
particular information is desired. It is not a book for the 
specialist or the experienced clinician. 


When time is precious 


6°, soiution of DEXTRAN m 
in normal saline. SO i 

Available also in ‘salt-free’ 

and ‘salt-free’ with glucose 


forms; 540 cc. bottles. 
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INSULIN PREPARATIONS 





For Short Duration of Action_ Insulin- Toronto — an unmodified 
solution of zinc-Insulin crystals, 
highly purified and carefully 
assayed to aid in ensuring a uni- 


form effect from vial to vial. 


For Prolonged Duration of Action Protamine Zinc Insulin — an 





amorphous suspension prepared 
by modifying a solution of zinc- 
Insulin crystals by the addition 
of about 1.25 mg. of the protein- 
precipitant protamine per one 


hundred units of the Insulin. 


For Intermediate Duration of Action. NPH Insulin —a suspension of 
crystals containing Insulin and 
protamine. Chemical and _bio- 
logical tests are conducted to 


control uniformity of the prepa- 


ration. 









A Handbook for Diabetic Patients, entitled 
“INSULIN”, is available to physicians upon 
request for distribution to their patients. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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BRITISH SURGICAL PRACTICE. 
SURGICAL PROGRESS 1952 


Under the General. Editorship of Sir E. R. 
Carling, Consulting Surgeon, Westminster Hos- 
pital and Sir J. P. Ross, Surgeon and Director 
of Surgical Clinical Unit, St. Bartholomew’s 
Hospital. 340 pp. illust. Butterworth & Co. 
(Canada) Ltd., Toronto, 1952. 


This volume continues to maintain the high standard of 
the series, and has been brought up to date by six ex- 
cellent articles. These are the Surgical Treatment of 
Chronic Arthritis by Mr.*Law; the Treatment of Burns 
by Mr. Wallace; Malignant Exophthalmos by Mr. 
Scowen; Heart Surgery by Mr. Hill; Restorative Resec- 
tion of the Rectum by Mr. Muir; and The Stomach- 
Vascular Supply in Relation to Gastric Ulcer, by Mr. 
Bentley and Mr. Barlow. All these articles are well 
illustrated, and there are recent references. The critical 
surveys are five in number and include Anesthesia, the 
Treatment of Hypertension, Pre-Frontal Leucotomy, the 
Intestines and Chronic CGEdema of the Leg. Here recent 
advances are well reviewed, while the third section of 
abstracts consists of the recent work from publications 
in Great Britain. 

This book is timely, interesting and instructive over 
a wide range of subjects. 


THE PARIETAL LOBES 


MacD. Critchley, Neurologist, King’s College 
Hospital; Physician, National Hospital for 
Nervous Diseases, Queen Square, London. 480 
pp. illust. $12.00. Edward Arnold & Co., 
London; The Macmillan Co. of Canada Ltd., 
Toronto 2, 1958. 


This monograph, one of the first to be written on the 
subject of the parietal lobes, is excellent. For the enquir- 
ing reader there is a very comprehensive list of references. 
The monograph contains a_ section on comparative 
anatomy followed by a detailed description of the ana- 
tomical connections of the parietal lobes: but the author 
comments on the artificiality of drawing boundaries 
around a part of the brain and giving it a name. A short 
section on experimental physiology Sethivrs 

The greater portion of this interesting book is devoted 
to the signs a symptoms of disease in the parietal lobe. 
Dr. Critchley has not only drawn conclusions from his 
own cases, but reviews the cases of other authors. 
Chapters are devoted to disorders of tactile and visual 
function, constructional apraxia, the body image and 
spatial thought. Details are given not only of the methods 
of examination, but their pitfalls and the conclusions 
which can be drawn from them. 

Dr. Critchley has made this an extremely interesting 
book: it will be of inestimable value to those dealing 
with neurological and psychiatric problems. 


MANUEL PRATIQUE DE VACCINATION 
PAR LE B.C.G. 


R. Mande, Médecin des Hépitaux de Paris. 200 
pp. illust. 950 fr. Le Centre International de 
lEnfance, Paris, 1954. 


This little book is essentially practical, and contains all 
that any practitioner would need to know about B.C.G. 
vaccination and preliminary. tuberculin testing. The 
author has worked on the team doing pilot studies of 
B.C.G. vaccination at the International Children’s Centre 
in Paris, and has also done B.C.G. work in the field with 
UNICEF/WHO teams. He is therefore well qualified to 
write about the subject. The clarity of exposition in this 
book would leave the novice in no doubt as to the tech- 
niques of testing and vaccination. The difficulties and 
— associated with the method are all dis- 
cussed, 
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ATLAS OF REGIONAL DERMATOLOGY 


E. K. Stratton, Research Associate, The George 
Williams Hooper Foundation for Medical Re- 
search, University of California Medical Centre, 
San Francisco, California; and others. 274 pp. 
illust. $16.50. Charles C. Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1953. 


This is a timely volume and its publication will be 
welcomed by both the specialist and general practi- 
tioner. Its format is original and it approaches the 
problem of classification of skin diseases by a regional 
distribution. Emphasis is made on the continuity of 
the dermatological processes, with reference to the in- 
volvement of other parts of the body. The diagnostician 
is thus enabled to make quickly visual comparison of 
the principal lesions of the main dermatological entities 
by means of an excellent collection of black and white 
photographs. 

This work is one of the first of its kind published 
on Cutaneous Medicine. The author and contributors 
modestly state that it covers the commoner skin con- 
ditions but one will soon observe that it runs the gamut 
of dermatology, and by its recording of some of the 
rarer skin entities will have added interest for dermato- 
logists at large. The graphic reproduction attained by 
black and white prints does in some instances more 
clearly outline the individual lesions than is obtained 
by modern colour printing. The excellency of this 
dermatological illustrating suggests that we should re- 
assess some of the older types of pictorial recording of 
skin conditions in terms 4 cost to the publisher and 
in values to the student. One might have wished that 
a small number of the less sharply printed photographs 
had been omitted, for unless the reader possesses ad- 
vanced dermatological knowledge he will find difficulty 
in interpreting these very few illustrations. 

This Atlas represents an advance in the methods em- 
ployed in dermatological instruction. Its purchase will 
return to the physician dividends in dermatological 
knowledge. 


HUNTED HERETIC. The Life and Death of 
Michael Servetus, 1511-1553. 


R. H. Bainton. 270 pp. illust. $3.75. The Beacon 
Press, Boston, Mass., 1953. 


This book marks the four-hundredth anniversary of the 
death of that strange passionate figure, Michael Servetus, 
Spanish theologian and physician, who was burned at 
the stake by the Calvinists for heresy. Servetus was 
above all a man of the Renaissance who believed in the 
unity of knowledge and for whom physiology, anatomy, 
philosophy and theology were not separate disciplines, 
a point of view difficult to grasp in the modern age. 
This belief in the unity of the material and religious 
svheres is illustrated in the fact that Servetus stated 
the hypothesis of the pulmonary circulation in a theo- 
logical treatise. 

Servetus was a stormy controversialist all his life 
in a time of bitter and violent religious controversy and 
was in trouble with the medica! authorities during his 
time as a student in Paris. It is pleasing -to note that 
the most tranquil years of his life were spent in medical 
practice in the French provinces. Professor Bainton who 
is one of the leading modern scholars of the Renaissance 
period gives an authoritative picture of this life and the 
age and provides the most convincing portrait of Ser- 
vetus which has yet appeared. He supports Servetus’s 
claim to priority of discovery of the pulmonary circula- 
tion over Colombo and the Arab, Ibn An-Nafis. 

The author picks his way surely through the theo- 
logical turmoil of the period. The illustrations are drawn 
from old woodcuts; the bibliography and notes comprise 
nearly one-fifth of the book. For medical readers wishin 
to understand an age in which science, medicine ind 
institutional religion were inextricably joined this book 
will have a fascinating interest. 
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distinctive advantages in treating the menopause 


menopausal patients 





TACE stores temporarily in body fat following 
oral administration. This unique action permits 
a slow, gradual release of estrogen in the 
body... provides smoother relief of menopausal 
symptoms... restores the “sense of belonging” 
so important to your menopausal patients. 


Low Incidence of Withdrawal Bleeding 


Because estrogenic stimulation is released 
gradually over long “taper-off” periods, 
withdrawal bleeding is low. In more than 
300 TACE-treated patients, the incidence of 
withdrawal uterine bleeding was only 4.2%. 


Patients “Feel Better” on TACE Therapy 


A striking result of TACE therapy is the 
feeling of well-being it produces. The gradual 
release of TACE supplements the natural 
estrogen supply and helps ease the patient into 
a symptom-free postmenopausal period. 


Exclusive storage action 
of TACE gives smoother 
relief for your 
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information 


Composition: Each Cap- 
sule or 1 cc. contains 12 mg. 
of TACE, brand of chloro- 


trianisene. 


SHORT, SIMPLE 
COURSE OF THERAPY 
Another TACE advantage 


is the easy-to-follow dosage 
schedule. 

For relief of menopausal 
symptoms, 2 TACE Cap- 
sules or 2 cc. TACE Oral 
Drops (in cold water) daily 
for 30 days, is generally a 
course of therapy. In severe 
cases when symptoms recur, 
additional short courses of 
TACE may be required. 

This short dosage sched- 
ule also means a saving at 
the prescription counter for 
your patients, 





Supplied: 
Bottles of 
60 and 300 
Capsules; 
30 ce. 
bottles with 
calibrated 
dropper. 


“TACE” Reg. Trade Mark 
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For a smoother adjustment to the menopause, prescribe 


© LACE 


ANOTHER PRODUCT OF RESEARCH BY THE WM. S. MERRELL COMPANY 





Cincinnati 
ST. THOMAS, ONTARIO 
New York 











615 











































Canad. M. A. J. 
May 1954, vol. 70 


616 Book REviEws 


PATHOLOGY OF TUMOURS 


R. A. Willis, Professor of Pathology, University 
of Leeds. 997 pp. illust., 2nd ed. $16.75. Butter- 
worth & Co. (Canada) Ltd., Toronto, 1953. 





One might wonder on a subject of this type that any 
appreciable change had taken place in our knowledge, 
outside the fields of experimental cancer research, in 
the interval since the first edition of this book, but new 
concepts as to the origin of the rarer neoplasms are bein 
advanced from time to time, classifications revised an 
further facts reported. The chapters covering the ex- 
perimental production of tumours, the etiology of bron- 
in chial carcinoma, Brenner tumours, masculinizing tumours 

of the ovary, the uncommon tumours and tumour-like 

lesions of bone, myoblastoma, the metabolic aspects of 

myelomatosis, tumours of chemoreceptors and the his- © 


MODERN TRENDS 





FORENSIC MEDICINE 
































Edited by 


KEITH SIMPSON 


M.D. (Path.), London 


In this important new book, edited by one of 
the outstanding authorities on forensic medi- 
cine, a distinguished team collaborate to 
survey every aspect of the last ten years’ 
advances and research in this rapidly develop- 
ing subject. Each contributor is not only 
experienced in his own field, but is also prac- 
tised in its application to the needs of the law. 


No such frank and penetrating review of both 
academic and practical medico-legal questions 
has previously appeared, and a quick glance 
through the volume will show the breadth of 
treatment the subject has been accorded. 


For the pathologist who is faced with medico- 
legal problems, for the forensic scientist and 
teacher and for the barrister faced with a per- 
plexing brief, this work will provide a sound 
and authoritative guide designed to serve the 
best interests of forensic medicine. 


Pp. x + 317 + Index. 133 illustrations. 


2 colour plates 


Just Published. Price $11.00 delivered 


Ask for a copy to be sent 
on approval 



















BUTTERWORTH & Co. (CANADA) LTD. 
1367 Danforth Ave., Toronto, Ont. 




















togenesis of pigmented moles and melanomas have been 
altered considerably or rewritten in this new edition. 
This book has come to be recognized as the most 
comprehensive single work on the subject of neoplasms 
in the English ak quite possibly, the world’s medical 
literature. It is too detailed to serve as more than a 


reference for the undergraduate, but finds its principal 


place with the postgraduate, who is going on in path- 
ology or is particularly concerned with cancer as a 
specialty. On the other hand it does not meet the re- 
quirements of those who desire very precise and full 


knowledge of the tumours in a narrow fiel 


On the whole, however, this opus magnum on the 
neoplastic diseases is a valuable addition to any medical 
library. 


BIOCHEMISTRY AND HUMAN 
METABOLISM 


B. S. Walker, Professor of Biochemistry, Boston 
University School of Medicine, W. C. Boyd, 
Professor of Immunochemistry, Boston Uni- 
versity School of Medicine, I. Asimov, Assistant 
Professor of Biochemistry, Boston University 
School of Medicine. 812 pp. illust. $10.00. 
Williams & Wilkins Company, Baltimore; 
Burns & MacEachern, Toronto, 1952. 


This is a carefully thought out book. The authors state 
clearly the difficulties encountered in the investigation of 
the biochemistry of the human being. They point out 
the loop holes in the theories and just what facts remain 
to be proven in each theory. This is a stimulating method 
and also serves to form an excellent basis on which a 
student’s further biochemical knowledge may develop. 
The chapter on reproduction and heredity is an ex- 
cellent and important one. The inclusion of many clinical 
examples in this book serves well to highlight the prin- 
ciples of biochemistry involved. This is a good book 
and a useful one. 


SEX MANUAL 


FOR THOSE MARRIED OR ABOUT TO BE 


Seventh Edition, Revised. A medical best seller. Fifteen printings, 

575,000 copies. 

By G. Lombard Kelly, B.A., B.S. Med., M.D. 

Ethically distributed. Sold only to physicians, medical students, 
nurses, pharmacies, medical bookstores or on physician's prescription. 
This policy strictly adhered to. : 

Some of the 25 chapters cover sexual lubricants, use of condom, 
first intercourse, frequency, positions, clitoris contact, orgasm 
delay by local anesthesia, impotence, climacteric, birth control, etc. 

Catholic Edition, omitting birth control information, same price 
scale. Mixed orders, same price scale. 

Paper cover, 92 pp. (35,000 words), 12 cuts. Single copies, $1.00; 
2 to 9 copies, 75c ea.; 10 to 24 copies, 70c ea.; 25 to 49 copies, 60c ea.; 
50 to 99 copies, 50c ea.; 100 or more, 45c ea. Postage free by book 
rate parcel post. Optional: for first class add 15c per copy; for air 
mail 30c per copy, in Canada, U.S. and Mexico. 

Terms: REMITTANCE WITH ORDER; NO COD’s . Descriptive 
folder on request. 


SOUTHERN MEDICAL SUPPLY CO. 
P.O. Box C-1168 Augusta, Ga. 




































































Canad. M. A. J. 
May 1954, vol. 70 


Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Nerve Impulse. Edited by D. Nachmansohn, Associate Pro- 
‘-ssor of Neurology, Columbia University College of Physicians 
nd Surgeons, New York. 224 pp. illust. $4.00. Josiah Macy, Jr. 
sundation, New York, 1954. 


An Introduction to Electronics for Physiological Workers. I. 
Whitfield, Lecturer in Physiology, University of Birmingham. 
256 pp. illust. $2.50. The Macmillan Co. of Canada Ltd., Toronto, 


The Pathology of Trauma. A. R. Moritz, Professor of Path- 
gy and Director of the Institute of Pathology of the School 
Medicine of Western Reserve University, Cleveland, Ohio. 
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Actinomycetes and their Antibiotics. S. A’ Waksman, Pro- 
tessor of Microbiology, Rutgers University; and H. A. Lecheva- 
lier, Assistant Professor of Microbiology, Rutgers University. 
246 pp. The Williams & Wilkins Co., Baltimore; Burns & 
MaecBachern, Toronto, 1953. 


Manual of Urology. A. W. Badenoch, Surgeon to St. Peter’s 
Hospital for Stone and other Genito-Urinary Diseases; Assis- 
tant Surgeon to the Royal Hospital of St. Bartholomew. 555 
pp. illust. $21.00. William Heinemann Medical Books Ltd., 
London; British Book Service (Canada) Ltd., Toronto 6. 1953. 


Aggression, Hostility and Anxiety in Children. L. Bender, 
Professor of Clinical Psychiatry, New York University College 
of Medicine; Senior Psychiatrist in charge of Children’s Service 
of the Psychiatric Division, Bellevue Hospital, New York. 184 pp. 
lilust. $6.00. Charles C. Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1953. 


Acute Anuria. C. Brun. 215 pp. Illust. D. kr. 30.00. Ejnar 
Munksgaard, Copenhagen, 1954. 


Pneumonia. H. A. Reimann, Visiting Professor of Medicine, 
The American University of Beirut, Lebanon. 236 pp. Iillust. 
$6.50. on C. Thomas, Springfield, Ill.; The Ryerson Press, 
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veld, Ill.; The Ryerson Press, Toronto, 1954. 


Dizziness. D. D. DeWeese, Clinical Professor of Otolaryn- 
ology, University Oregon Medical School. 80 pp. Illust. $3.00. 
cee C. Thomas, Springfield, Ill.; The Ryerson Press, Toronto, 
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Retinal Circulation in Man and Animals, I. C. Michaelson, 
Advisor in Ophthalmology to the Government of Israel; Chief, 
Department of Ophthalmology, Government Hospital, Haifa. 
46 pp. Illust. $7.25. Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1954. 


Clinical Endocrinology. A. W. Spence, St. Bartholomew’s 
Hospital, London. 696 pp. Illust. $10.00. Cassell & Company Ltd., 
London; British Book Service (Canada) Ltd., Toronto 6, 1953. 


_ Thoughts About Life, F. Friedberg. 40 pp. $2.50. Philosophical 
Library, New York, 1954. 


The Physiopathology of Cancer. Edited by F. Homburger, 
Research Professor of Medicine, and W. H. Fishman, Research 
Professor of Biochemistry, Tufts College Medical School. 1031 
pp. Illust, $18.00. Paul B. Hoeber, Inc., New York, 1953. 


A _ Primer of Congestive Heart Failure. G. E. Burch, Hender- 
son Professor of Medicine, Tulane University School of Medicine. 
126 pp. Illust. $4.50, Charles C. Thomas, Springfield, I!l.; The 
Ryerson Press, Toronto, 1954. 
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psychosomatic medicine, intuitively practised by the 
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CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. E 

If a box number is requested, there will be an 
additional charge of 50c on the first advertisement 
to cover postage and handling charges. 








NOTICE.—Applications wanted for locum tenens during July 
and August to do general practice in a city. Must be a qualified 
medical doctor. Salary $350 per month with living quarters and 
car expenses. Please reply on or before May 20 stating age, 
marital status and present position to Dr. A. G. Baird, 1544 
Dundas Street, London, Ontario. 





NOTICE.—Wanted active general practice in city of Toronto. 
Will consider purchase of real estate. Am interested only in an 
active practice. Will make substantial down payment. Dr. 
Arthur D. Zuckerman, c/o Toronto Quilting & Embroidery Co., 
352 Adelaide Street West, Toronto, Ontario. 





NOTICE.—In Preston, ideally located, gracious, comfortable 
home readily suited as doctor’s home and office. You will find 
in Preston a convenience in living, a fine new hospital and 
opportunities afforded by a growing and thriving area. Write to 
The Waterloo Trust, Preston, Ontario, for full details. 





NOTICE.—Applications are now being accepted from physi- 
cians wishing to enter the Ontario Mental Hospital Service. 
Applicants must have successfully completed a one year’s rotat- 
ing internship in an approved hospital, and must hold an 


increases of $200 for satisfactory service. During the first four 
years a physician in the Service is under training, with the first 
year usually spent in an Ontario Hospital. The second and 
third years are usually spent in the Toronto Psychiatric Hos- 
pital where a diploma course in psychiatric medicine is offered 
by the University of Toronto. There is also a training pro- 
gramme of two years at the University of Western Ontario. On 
successful completion of the university course and transfer back 
to an Ontario Hospital, physicians, on recommendation, are 


physicians, if recom- 
mended, automatically go to a minimum of $6,920 a year, with 
increase by annual increments of $350 or promotion to higher 
positions. In addition there are superannuation and sick leave 
benefits, and three weeks’ annual vacation. All salaries include 
cost-of-living bonus. Application for positions or further in- 
formation should be made to: Mental Health Division, Ontario 
Department of Health, Parliament Buildings, Toronto, Ontario. 


~ 





NOTICE.—-Excellent location for a general practitioner in 
Victoria, B.C. Some equipment available. Write to Box 898, 
Canadian Medical Association Journal, 3640 University Street, 
Montreal, Que. 





_ FOR RENT.—Spacious office suitable for certified pediatri- 
cian, in Guelph, Ontario, a city now without a pediatrician, and 
with excellent hospital facilities. Apply to Box 788, Canadian 
a Association Journal, 3640 University Street, Montreal, 

ue. 


WANTED TO BUY.—Brown Buerger cystoscope No. 21 Fr. 
or Brown Buerger double catheterizing cystoscope No. 16 Fr. 
Also Nesbitt resectoscope with 68A lens. Box 909, Canadian 
Medical Association Journal, 3640 University St., Montreal, Que. 


WANTED TO BUY.—General practitioner, excellent education 
internal medicine and general practice, graduate 1945, L.M.C.C., 
wants to buy early 1955 well established general practice (no 
surgery). Would prefer to work for few months with doctor 
before buying, Apply to Box 918. Canadian Medical Association 
Journal, 3640 University Street, Montreal, Que. 


FOR SALE.—Well established medical practice. Brick resi- 
dence and office combined; separate entrance, waiting room, 
dispensary, surgery, all equipped. Hot water furnace, oil heating, 


_ FOR SALE.—General practice in growing Alberta town draw- 
ing from farming district and nearby lumbering industry. A 
25-bed modern hospital serves this community. 6-room well- 
equipped office. Annual income $25,000. Owner, who wishes to 
specialize, will help buyer establish. Terms can be arranged. 
Apply to Box 774, aCnadian Medical Association Journal, 3640 
University Street, Montreal, Que. 


FOR SALE.—Southwestern Ontario. New office, suitable for 
two doctors; 16 room house suitable for duplexing; in town of 
6,000 with new hospital. Gross $50,000 annually. Owner wishes to 
specialize. Terms, Write to Box 875, Canadian Medical Associa- 
tion Journal, 3640 University Street, Montreal, Que. 


(Continued on page 36) 
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PREVENTION OF GOITRE 
“To the Editor: 


May I very respectfully suggest that a general campaign 
of education of the public and the medical profession on the 
matter of prevention of goitre, similar to that carried on con- 
cerning the early diagnosis of cancer, might very peeyenne be 
undertaken. The possibility of cure even in favourable, eariy 
cases of cancer is not nearly as great as in similar cases of 
goitre. In the latter, cure can be effected in most cases under 
the age of twenty-one. 


But the great good that can be done is in the matter 
of prophylaxis. In the case of cancer, owing to the lack of 
knowledge, little can be done. But in the case of goitre, in 
spite of the absence of accurate, sure knowledge, enough is 
known of prophylaxis that goitre can almost surely be pre- 
vented if ‘perfectly simple and well known measures are 
undertaken. 


That many seriously goitrous districts exist in Canada is — 
known to individual doctors and to the people we sarcastically 
call ‘the laity’. There should be a map of these districts just 
as a map shows the physical contour of the surface of the § 
earth, the gold producing areas, the coal beds or what noi. 
The people in these districts should be taught how to prevent © 
goitre just as well as how to prevent fires or weeds in the grain. 7 


In at least one section of Ontario they cannot raise little 7 
pigs unless they feed the breeding sows on ‘goitre medicine’. 7 
In that same district many humans, dogs, and other animals © 
also have goitre, If we once get the Department of Agriculture ” 
interested in making pigraising profitable in such a district, the 7 
Board of Health will at least follow suit. 


JASPER HALPENNY” | 
Winnipeg, March 20, 1924. 


New Brunswick NEws 


“The most modern and complete x-ray plant in the Mari- 
time provinces has been installed in the General Public Hos- , 
pital, Saint John. Practically one-half of the first floor of the 
hospital. has been devoted to this department. Dr. Kirkland, 
who is a thoroughly competent radiographer is in charge. A 
Victor deep x-ray machine has been added to the equipment. 
It is hoped that the public will take advantage of this op- 
portunity for treatment under the supervision of our competent 
director. There is also a machine for dental x-ray work. We 
trust that this department as a whole, instead of being a 
heavy charge on the finances of the institution will in the 
future become a revenue producer.” 


QuEBEC NEws 


“The Medical Faculty of McGill celebrates this year it: 
centenary. The faculty, the first to be opened at McGill, was 
founded in the fall of 1824, and was the first medical schoo! 
to be established in Canada. The anniversary therefore, als: 
marks the centenary of medical education in the Dominion.” 


OnTARIO NEWS 


“The Sulgrave Institute of New York had as their guests 
of honour on April 13, Dr. F. G. Banting and Mr. C. H. Best. 
At the dinner which was given as part of the reception, a 
dinner at which the guests were in many instances diabetics 
returned to active life through insulin, a tribute was given to » 
Dr. Banting and his co-worker by the American Business world. 
Dr. Banting in reply to the toast of the evening studiously 
avoided res Reval to the clinical side of the work he has 
been so interested in, and contented himself with urging upon 
his hearers the necessity of a more intensive study of the 
priniciples of rest and afternoon tea.” 
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MEDICAL SOCIETIES 
(Continued from page 595) 


to concentrate it. To distinguish (a) from (b), he sug- 
gested the use of bromsulphalein. Excessive retention of 
the dye would mean that not enough was getting to the 
gall-bladder for visualization. ( 

Dr. Mustard’s description of the use of ether to dis- 
solve duct stones (5 c.c. ether injected slowly through 
the drain on alternate days, with warm chloroform and 
olive oil on the other days) was not greeted with en- 
thusiasm. However, all agreed that it was far better 
to locate a stone by careful exploration than to have to 
use solvents. 

The therapeutic use of bile by mouth was discussed. 
Dr. Allen advised its mixture with an equal amount of 
pineapple juice as a cocktail. The discussants were, how- 
ever, sceptical of its value per rectum. Two questions 
conaiamadl infective hepatitis. Dr. Hoffman stated that 
in a hospital population about 40% of those with jaun- 
dice proved to have infective hepatitis. Rest in bed was 
the mainstay of treatment, since in the recumbent posi- 
tion the patient’s liver obtained up to 500 c.c. more 
blood per minute than when he was upright. A high- 
protein diet was essential, since protein is the most eftec- 
tive lipotropic agent. There was no reason to modify 
treatment of gallstones just because the patient had 
previously had infective hepatitis. 

There was some slight difference of opinion on the 
optimum time for re-exploration, if the latter became 
necessary after cholecystectomy. One panel member 
suggested waiting five or six weeks, another was for 
earlier intervention. 

Gall-bladder surgery in acute cholecystitis was not 
popular with Dr. Mustard, unless the case was seen 
within 36 hours of onset. Dr. Zinninger warned against 
trying to explore the common duct in acute cholecystitis. 

Practitioners were advised not to delay removal of 
gallstones just because they were silent, and not to 
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attempt to remove the whole gall-bladder in acute 
cholecystitis, if the dissection was proving difficult. The 


patient who wanted to know whether gallstones were 
carcinogenic should be told that, whereas very few gall- 
stones were associated with cancer, 75% of cancers 
of the biliary tract were associated with gallstones. 

The panel had not found duodenal drainage of much 
value in assessing postoperative jaundice. They agreed 
that the distinction between pancreatitis and carcinoma 
of the pancreas was extremely difficult at operation. 
Biopsy could be used but carried the danger of creating 
a pancreatic fistula. 


INFERTILITY 


One of the features of the Joint Meeting of the 
American College of Surgeons with the Society of Ob- 
stetricians and Gynsecologists of Canada was an inter- 
esting symposium on infertility held on April 1, 1954, in 
which a _ gynecologist, an endocrinologist and an 
anatomist discussed relevant problems. 

The symposium was opened by Dr. Fred A. Simmons 
of Boston who crammed a great deal of clinical detail 
into a 40-minute talk. After pointing out the large pro- 

ortion of marriages in which medical help was needed 

ecause of infertility, he outlined his routine procedure 
for the examination of the infertile woman, stressing of 
course that the husband should be concomitantly ex- 
amined. He gave a table of factors causing infertility; in 
one series these were cervical in 46% of cases, male in 
32%, tubal in 23% and ovulatory in 12%. 

Tubal insufflation was discussed in considerable detail. 
Dr. Simmons stressed that this is a surgical intervention 
which must be_ performed skilfully and _ interpreted 
properly. It should be carried out on the 10th-14th day 
of the cycle and combined with a postcoital test. Air must 
not be used (this gas mixture had caused at least 11 
deaths). CO, was the gas of choice. Neither anesthesia 
nor antispasmodics should be used. Insufflation must 
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always be preceded by vaginal examination, and the 
intratubal pressure must not be raised above 200 mm. 
Hg unless the operator was very experienced. The 
cardinal sign of tubal potency was the presence of 
shoulder pain due to subphrenic gas when the patieat 
sat up. 

A tew points on salpingography were mentioned. The 
potency of the cannula should always be verified, and 
the operator must himself interpret the salpingograms. 

Dr. Simmons thought that not enough endometrial 
biopsies were done. In regard to the postcoital test (in- 
correctly ascribed to Huhner though previously used by 
Marion Sims in 1868), the material obtained should 
always be looked at under the microscope without a 
coverslip first. Normally, 15-50 mobile spermatozoa 
should be present per microscope field 

Charting basal temperature was the easiest method of 
determining the time of ovulation. The optimum time for 
intercourse was just before ovulation, i.e., at the lowest 
point on the temperature curve, and ‘hot after the rise to 
the secretory phase had begun, as sometimes advised. 

Dr. Simmons regarded culdoscopy as merely a research 
tool, since it did carry a risk of surgical emphysema if 
the needle went into the retroperitoneal space. 

Dr. Chauncey J. Pattee, Montreal, discussed the role of 
the endocrines in infertility with special reference to the 
thyroid, adrenals and ovaries. He dealt objectively with 
the controversial question whether thyroid extract is of 
value in infertility. Some authors regarded it as an ex- 
cellent drug in such cases; others thought it valueless. The 
point was that, whereas small doses stimulate gonadal 
activity, the anticestrogen effect rises with increasin 
dosage. In other words, the desired stimulus is obtaine 
only with physiological doses. The drug should not be 
used indiscriminately without diagnostic screening. There 
must be at least minimal subjective evidence of hypo- 
thyroidism, and dosage must be small to start with and 
increase slowly to a maximum of 1-1% grains daily for 
two months. 

Dr. Pattee’s discussion of -adrenal factors in infertility 
served to indicate the complexity of this still obscure 
subject. He compared three methods of investigating 
ovarian functions: (1) pregnandiol excretion in the urine; 
(2) endometrial biopsy; (3) charting of basal body 
temperature. He contrasted the good correlation in a 
esting: series between basal temperature changes and 

iopsy findings with the poor correlation with preg- 
nandiol excretion, which for some unexplained reason 
would sometimes begin before the other signs of ovula- 
tion. On the other Ca it would seem in some cases 
that the amount of progesterone secreted was inadequate 
to give measurable amounts of pregnandiol. 

Dr. Charles Leblond of Montreal warned his hearers 
that what he was about to discuss was at present rather 
far removed from clinical work, and then gave a 
fascinating account of work on spermatogenesis in 
monkeys. There was no doubt that present-day methods 
of study of the human testis in cases of infertility were 
unsatisfactory; this was due to the extreme difficulty of 
interpreting histological pictures of an apparently hap- 
hazard arrangement. Study in the monkey was simpler, 
and it had been possible for Dr. Leblond and Dr. Yves 
Clermont to identify some 12 well-marked stages in the 
development of the spermaiid. It was their intention to 
repeat this work in man. 


INTESTINAL OBSTRUCTION 


A lively panel discussion on Intestinal Obstruction 
was held on April 2, 1954, with Dr. Campbell M. 
Gardner as moderator, assisted by Dr. Donald R. 
Webster, Montreal, Dr. Stanley O. Hoerr, Cleveland, 
and Dr. Rudolf J. Noer, Louisville. 

The group considered that there were fewer cases 
of postoperative adynamic ileus to be seen nowadays 
than formerly, the fall in incidence being attributed by 
Dr. Webster to better understanding of the condition 
and better preoperative and postoperative care, with 
particular stress on use of gastric suction. They de- 
nounced once more the idea that vomiting, constipation 
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and obstipation were constant and essential symptoms 
in intestinal obstruction. They also looked with disfavour 
on the use of drugs such as. neostigmine to stimulate 
bowel action postoperatively, preferring to rely on tak- 
ing the load off the distended gut by suction. 

Dr. Noer considered that enterostomy was an opera- 
tion to be avoided at almost all costs; pernasal introduc- 
tion of a balloon-tipped tube would in effect perform 
a bloodless enterostomy. 

The panel was asked about criteria for bowel viability 
at operation, but could give no categorical answer; the 
thing to do was to release the obstruction and watch the 
bowel for colour change and peristalsis. 

Small-intestine intubation was considered to be much 
better than gastric intubation, except in the early stages. 
Dr. Webster enumerated the dangers of intubation, 
including nasal and pharyngeal ulceration and mercury 
poisoning as a result of " buarstiny of the tube. This last 
suggestion drew a sharp retort from Dr. Gardner, who 
stated that one form ak tennant of intestinal obstruc- 
tion in the old days was the giving of two pounds of 
mercury by mouth. 

The use of the scout film to distinguish adynamic ileus 
from mechanical obstruction was discussed by Dr. Hoerr, 
who pointed out that in adynamic ileus gas was dis- 
tributed evenly through the small and large intestines, 
and showed examples of the value of placing the pa- 
tient first on one side and then on the other in order 
to detect fluid levels. A long fluid level seen with the 
patient in lateral decubitus indicated the presence of 
gas in the colon. Nevertheless, the differential diagnosis 
was in the final analysis a clinical one. 

The panel was firmly opposed to the practice of givin 
repeated enemas in cases of possible obstruction, an 
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considered that valuable time was sometimes lost in 
repeated vain attempts at intubation. 
They considered that in performing laparotomy for 


intestinal obstruction the surgeon should use any in- 
cision with which he was familiar; he could also per- 
form either side-to-side or end-to-end anastomosis, 
according to his personal preference. No reason was seen 
tor meticulously re-peritonealizing all raw surfaces, and 
no good had ever been seen from the use of anti-adhesive 
agents, such as cortisone. There was rarely a necessity 
to empty the small bowel by means of a trocar at opera- 
tion. It was felt that leaving sulphonamides or antibiotics 
in the abdomen at operation was of very doubtful value. 
The panel was also sceptical of the value of antibiotics 
given as a routine. Such combinations as 1 gm. strepto- 
mycin and 300,000 units penicillin were given, but prob- 
ably, said Dr. Gardner, more because the practice was 
fashionable. 

It was admitted frankly by one discussant that, al- 
though the signs of acute potassium lack were 
commonly described in the literature, he could not 
recognize them. 

The problem of the patient with multiple operations 
for “adhesions” came up. The opinion was that there 
was a large element of hysteria in these cases. A simple 
test would be to give a spinal anesthetic and see whether 
the patient’s “pseudo-obstruction” was relieved. In the 
case in which obstructive signs appeared 10 days after 
an operation for relief of obstruction, reopening the 
abdomen should be avoided if at all possible. Any ob- 
structing adhesions might well subside, and in the mean- 
while the indication was for intubation. 

Some questions on intubation led to a difference in 
opinion among panel members. Dr. Noer did not agree 
that it was more difficult to pass a tube in adynamic 
ileus than in mechanical obstruction. He thought it 
simpler, particularly with the aid of fluoroscopy. There 
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were cases in which a tube simply could not be passed. 
Once it had been passed, it could if necessary be left 
down for 10-14 days. There was disagreement about the 
use of intubation in colonic obstruction, and about the 
propriety of giving barium through the tube. 

It was agreed that water might be given by mouth 
while naso-gastric suction was Celts used. It was also 
of advantage to give a small swallow of mineral oil two 
or three times a day to prevent the tube from sticking. 





NEWS AND NOTES 
(Continued from page 612) 


FEDERAL GRANT ASSISTS 
TUBERCULOSIS CASE-FINDING 
IN MAGBALENE ISLANDS 


To assist in tuberculosis case-finding work in the 
Magdalene Islands, a federal health grant of $13,013 
has been provided to the Hospital Notre-Dame de la 
Garde at Cap aux Meules, Que. While Magdalene 
islanders suffering from tuberculosis could be treated at 
the Gaspe Sanatorium, there has been a lack of case- 
finding facilities in the Islands. Federal funds now pro- 
vided under terms of the Tuberculosis Control grant in 
the National Health Program, will enable the Notre 
Dame de la Garde Hospital to acquire x-ray equipment 
and generally to improve diagnostic facilities. 


Deaths from barbiturate poisoning total somewhat 
more than 400 yearly in the general’ population of the 
United States, or about one alt a half times the number 
immediately prior to World War II, according to the 
Metropolitan Life Insurance Company’s statisticians. 

Among the life insurance company’s industrial policy- 
holders the barbiturates are responsible fatventiy for 
30% of all deaths from accidental poisoning. With few 
exceptions the victims were adults, those in their 30’s and 
40’s contributing a large share of the total, and women 
outnumbering men in the ratio of two to one. 

A variety of drugs and medicines, and such poisons 
as wood and denatured alcohol, lead, carbon tetra- 
chloride, benzine, kerosene, the caustic alkalis, and in- 
secticides account for other deaths from accidental poison- 
ing among industrial policyholders. Almost all the victims 
of lead and kerosene poisoning were young children. 
Much can be acctaadonved in reducing the Bs of life, 
the statisticians point out, by keeping drugs and medi- 
cines in properly marked containers, by storing insecti- 
cides and disinfectants away from food and other edibles, 
and by keeping poisonous substances out of the reach 
of young children. 

“The barbiturates present a more difficult problem,” 
the statisticians observe. “Greater efforts should be made 
to acquaint the general public with the dangers inherent 
in using such drugs carelessly. Further restrictions on 
the sale of the barbiturates would also tend to reduce 
the death toll.” 


BIBLIOGRAPHY OF OCCUPATIONAL 
HEALTH 


The U.S. Public Health Service has recently pub- 
lished a Bibliography of Occupational Health.as No. 9 
of its Bibliography Series. This booklet contains a classi- 
fied list of nearly 2,000 publications by members of the 
Public Health Service on occupational health subjects, 
ranging over a period from 1909 to 1953. The docu- 
ment is available to persons and organizations con- 
cerned with problems in industry from the Public Health 
Service, Division of Occupational Health, Washington, 
D.C., and can also be procured at 35 cents a copy from 
the Superintendent of Documents, Government Printing 
Office, Washington 25, D.C. 
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THE RAPID REST CURE IN 
HOSPITAL 


Of course it’s the best 

Place to go for a rest . 

And with that firm statement I hope you’re impressed, 
But we do 

Ir is true, 

And I shouldn’t like you 

To think that we never do other things too. 


So we start with the lark 

In the dim semi-dark 

For a race against time we are right “on our mark” 

And in less than a moment we're busily sloshing 

Around in a basin the Water for Washing. 

Now that’s gone, and we have what of course we’ve been 
craving 

Fresh and hot in the basin, The Water for Shaving. 

And here comes, full throttle, 

The Man with a Bottle 

“No please do not stay, 

Then come take it away 

For right close behind you is coming the Tray, 

And the paper-boy’s waiting to enter they say.” 

“Bok-bok-bok” 

What a shock 

“What's the Knock?” 

Need you ask it? 

The fellow who empties the waste-paper basket; 

And the Man with the Mop and the Man with the Broom 

And the man with the Polisher clean up the room 

Make it nice 

In a trice 

Just as quiet as mice 

And the bed only has to be pushed around twice. 

Then a wash and a polish and sheets to be changed 

And the bed freshly made and the pillows arranged 

And as Sister leaves me I think that it fussed her 

To be followed so close by the Man with the Duster. 

Then the Man with the Pan 

Comes according to plan 

And this morning I'm thankful that everything’s gran’ 

And the credit I give to that white Marvelube 

That I don’t need the man with the You-know-what-tube. 

But high on the Throne there I might have done better 

Had I not had to sign for a registered letter. 

Then almost immediately in comes the Tray 

And it’s lunch-time. We made it. So hip-hip-hurray. 


Now the lark (you remember?) is back on its nest 

And for us too it’s time for a bit of a rest 

So I hope if I sleep and perhaps if I snore 

I won’t bother the Man who is Fixing the Door. 

Now he has gone too 

But that mustn’t make you 

Conclude for a moment there’s nothing to do 

For the orderly’s back with a yearning to gab 

Of the “stiff” he had just laid out straight on a slab. 

“Quite a young fellow too 

He was very like you 

Come to think of it, he had the same trouble too. 

There were three there just like him. So help me that’s 
true”, 


Well, he’s gone, and no loss. 

And here comes the Red Cross 

And ain’t this a swell place to gather no moss? 
Now a letter to write 

To be posted tonight 

And careful I must be to say it just right 

With every latitude 

Given to gratitude, 

All to be said without obvious platitude. 
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Then I see 
With much glee 
The arrival of Tea 
And a very nice padre drops in to see me 
And a man with some flowers, and Paper, by Gee; 
And my Wife, who’s been waiting till I should be free. 
Now it’s evening and, Hey, 
Please don’t get in the way 
Of the Sister who trots the Thermometer Tray. 
(Did I mention that she’s been in four times today?) 
And here comes the Doc. What has he got to say? 
(Doc speaking) 

“Now you're ooking so well and you're feeling so fine 
That tomorrow we'll drop your “No Visitors” sign. 

? T. G. Heaton 


CANADIAN CANCER SOCIETY 


Take notice that the 1954 Annual Meeting of Cana- 
dian Cancer Society will be held in the Vancouver 
Hotel, Vancouver, B.C., on Tuesday June 8, 1954 at 
11.30 o'clock in the morning, Pacific time, to receive 
and if thought fit, approve and adopt the reports of the 
directors and auditors and to transact such other business 
as may properly be brought before the meeting. By 
order of the directors.—George Pifher, Secretary- 
Treasurer. 





ASSOCIATION NOTES 
(Continued from page 594) 


THE CANADIAN RHEUMATISM 
ASSOCIATION 


(All meetings at the Western Society for Rehabilitation, 
900 West 27th Avenue) 


Monday, June 14: 


10.00 - 12.00 noon—Meeting of General Council of Cana- 
dian Rheumatism Association. 

12.00 Noon—Luncheon for all Canadian Rheumatism 

. Association members, courtesy of Canadian Arth- 
ritis and Rheumatism Society, B.C. Division, to be 
followed by Annual Business Meeting, Canadian 
Rheumatism Association, and a conducted tour 
of the Western Rehabilitation facilities. 

2.30 - 4.30—Scientific Session Canadian Rheumatism 
Association. All members of the Canadian Medical 
Association welcome. 

Among papers to be presented will be the following: 

“Serological Reactions in Rheumatic Disease”: Dr. R. 
W. Lamont-Havers, Vancouver. “Serum Muco-Proteins”: 
Drs. Louis Johnson and Kenneth Mackenzie, Montreal. 
“Follow-up Studies of 200 Cases of Rheumatoid Spondy- 
litis Treated With Deep X-ray Therapy”: Dr. Jean 
Bouchard, Montreal. “The Estimation of Circulatin 
Adrenocorticosteroid Levels”: Drs. Marvin Darrach an 
Harold Robinson, Vancouver. 


Tuesday, June 15: 


Refresher Course in Rheumatic Disease for General 
Practitioners—Sponsored by Canadian Rheumatism Asso- 
ciation. 

10.00 a.m. - 12 Noon 
2.00 p.m. - 4.00 p.m. 

All meetings to be held in Salon E. Hotel Vancouver. 

This Refresher Course is presented by the members 
of the Canadian Rheumatism Association for the benefit 
of all interested members of the Canadian Medical Asso- 
ciation attending the Convention. 

Papers will be presented on the following subjects: 
(1) Diagnosis and Management of Rheumatoid Arthritis 
and Spondylitis. (2) The Basic Management of Patients 
with Rheumatic Disease. (3) Useful Drugs in the Treat- 
ment of Rheumatic Disease. (4) Fibrositis and Soft Tissue 
Rheumatism, (5) Gout. (6) Rheumatic Fever. (7) “Simu- 
lators” of Rheumatoid Disease. (8) Diffuse Collagen 
Tissue Disease. 





